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Abstract 
	  
Objectives: This study used the theories of Aaron Antonovsky (1925-1994) to guide an 
exploration of resources used by a sample of older Australians to sustain health. In particular, the 
study investigated the place that physical activity played in their lives and its relationship to the 
concept of sense of coherence (SOC) as conceived by Antonovsky. 
 
Methods: Data was collected between July 2011 and April 2012 from 36 community-
dwelling volunteers in the greater Brisbane area of Australia who were at least 65 years old, free of 
severe memory problems, and able to walk without the assistance of another person. Participants 
completed a survey asking for basic demographic information, for their assessment of their health, 
and about chronic illnesses for which they had been diagnosed or treated during the previous 12 
months. They wore accelerometers and kept a logbook for one week, and responded to 
Antonovsky’s SOC-13. All participants were interviewed and asked about any difficulties they had 
experienced (a) during the previous five years and (b) prior to those five years. About these two 
time periods, they were asked the following questions: 'What was involved? Did physical activities 
help or hinder you? Did you have help from others that made a difference? Did you find that you 
had internal resources that made a difference’? Participants were also asked to rate how poorly or 
well they had adjusted to or dealt with change up to that point in their lives and how successfully 
they expected to do so during the subsequent 12 months. Data from the diaries, surveys, 
accelerometer results, and interviews were compiled and analysed. 
 
Results: The salutogenic approach of this study required a focus on what had helped 
participants to be as healthy as they were. Health resources that participants identified as having 
helped them to overcome (sometimes deeply traumatic) difficulties included social contacts, work 
outside the home, high self-rating of health (SRH), secular and religious faith, physical activity 
(PA), experience-based self confidence. A reciprocal relationship was observed between good 
health and high SOC. Those with higher levels of SOC averaged more steps per day, engaged in 
more moderate-to-vigorous physical activity (MVPA), and reported fewer chronic disease 
problems, than those with low levels of SOC. They had attained higher levels of education. Both 
men and women who spoke of having worked outside the home had higher scores on the 
manageability (MA) component of the SOC than those who did not mention having been so 
employed. Married participants living with partners had higher SOC scores than did those living 
alone.  
 
   
Discussion: Data from this study supported Antonovsky’s theories in several ways 
including anticipated negative effects on the SOC levels of those who had experienced ‘cataclysmic 
stressors’. Those with higher SOC were shown to be more likely to make the health-enhancing 
choice of engaging in regular PA, had fewer chronic diseases, and rated themselves as being 
healthier. Separate analysis of the three components of SOC, comprehensibility, meaningfulness, 
and manageability (C, ME, MA), revealed information that was not discernible from overall SOC 
scores. Although a number of participants said nothing about PA as a health resource, it was the 
health resource most often mentioned and was identified by many as both a significant source of 
health and as being a means of making social contact. 
 
Conclusions: Antonovsky’s salutogenic approach to understanding health and his SOC 
concept can be useful in the study of PA and health in older Australians. Since high SOC levels 
seem to promote positive health choices such as PA, programs designed to heighten the sense older 
persons have of coherence in their lives may help them sustain health and functionality farther into 
their later years, a potential result of value both to individuals and to the societies in which they 
live.  
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CHAPTER 1: Introduction 
The fact that the proportion of Australians above the age of 65 years is growing (Australian 
Bureau of Statistics, 2014) is a concern for those responsible for social policy and the planning of 
public health programs. In developed countries around the world, debates about the ageing of 
populations include a wide range of views. At or near one extreme is the opinion that as older 
persons become an ever-larger share of populations they will constitute an ‘age wave’ with negative 
economic, social, and even military consequences so ‘staggering’ that countries failing to make 
strategic changes soon will face a grey, bleak future (Peterson, 1999, p. 42). This view is disputed 
by some who characterise predictions of a tsunami of ageing-population problems as just one more 
example of ‘moral panics’ that have ‘always been manipulated for political and economic purposes’ 
(Segal & Klee, 2015). Two social demographers cited by Segal and Klee claim that the extent, the 
speed, and the effects of population ageing have all been exaggerated (Spijker & MacInnes, 2013). 
More than a million people over 65 years of age in the United Kingdom were non-dependent by 
virtue of still being in the workforce, Spijker and MacInnes noted in 2013. Predicting that the UK 
will have increasing, not decreasing, numbers of workers relative to the number of dependent old 
people and children until 2050, they reject as mistaken the assumption that population ageing will 
strain health and social care systems of that country. Although recent statistics showed that the 
percentage of older Australians still in the workforce is twice as high as it was a decade earlier, 12% 
in 2013 compared to 6% in 2003 (Australian Institute of Health and Welfare, 2014, p. 267), 
Australian demographers seem less optimistic. While noting that determining what proportion of 
public health cost increases that should be attributed to population ageing is difficult and dependent 
upon various assumptions, the Australian health report for 2014 concludes that ‘this significant 
demographic shift’ will be responsible for costs to which health systems and government 
departments will need to adjust (p. 262). A key element of the argument of Spijker and MacInnes is 
that people beyond 65 years of age today are healthier and fitter than those of similar ages in earlier 
generations and that, as a result, ‘at least some’ types of disabilities are occurring less quickly. 
However, a major report on the global burden of disease in 2013 warns of challenges to health care 
systems from anticipated increases in years lived with disabilities (Murray et al., 2013, p. 2197). 
The onset of disabilities is a concern not only for policy planners but also for individuals. 
The prospect of years lived with disabilities (YLDs) may be more frightening to older persons than 
the other component of a standard measure of society-wide disease burdens, years lost to premature 
death (YLLs). A survey conducted in 2013 by the Pew Research Center in the United States 
indicates that a focus on prolonging lives fails to account for the complexities of human desires; one 
reason interviewees gave for not wanting to live beyond normal lifespans was the desire to avoid 
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severe diseases and disabilities ('Living to 120 and Beyond', n.d.). The goal of the global burden of 
disease study cited above, as described by Murray and a page-long list of other authors, is ‘for 
individuals to live the standard life expectancy in full health’ (2013, p. 2199). 
A well-researched and accepted means of delaying age-related decline in health is regular 
physical activity (PA). Evidence that PA contributes to the prevention of chronic diseases, including 
those associated with ageing, has been described as ‘incontrovertible’ by researchers (Warburton, 
Nicol, & Bredin, 2006), and public health messages have recommended that Australians engage in 
regular PA since 1998 (Public Health Division, Commonwealth Department of Health and Family 
Services, 1998). These recommendations seem to have succeeded in the sense that the information 
conveyed has been generally received; of respondents aged 60–75 years surveyed just before 2001, 
80% agreed with three of four statements about the physical activity and health recommendations 
promulgated for Australian adults (Bauman, Ford, & Armstrong, 2001). Although data on the 
amount of regular PA older Australians engage in has been found to be unreliable (Hill & Brown, 
2012), the Australian Health Survey indicates that 60% of adults of all ages in this nation engaged 
in fewer than 30 minutes of moderate intensity physical activity (MPA) per day during 2011–12 and 
that nearly 12 million, almost 70%, were either sedentary or engaging in low levels of PA 
(Australian Bureau of Statistics, 2013a). The health promotion messages about the ability of regular 
PA to maintain or build health seem to have been heard by Australians but not heeded. Similar 
concerns may be appropriate in the United States in view of a report indicating that only six percent 
of men and four percent of women were meeting the PA guidelines recommended in both countries 
(Troiano et al., 2008). The physical activity levels of adults in Australia and elsewhere constitute, 
therefore, a public health problem that continues to defy solution. 
Addressing this problem as countries around the world seek to deal with increasingly older 
populations may require a new approach. Physical activity has been shown to be an effective and 
low-cost means of improving health and delaying age-associated physical decline. Any significant 
upward shift in the proportion of adults meeting well-known PA recommendations could produce, 
therefore, both individual and society-wide benefits. If the primary barrier in the way of reaching 
those benefits is finding ways to persuade people to adjust their behaviour patterns, Aaron 
Antonovsky’s work may offer a much-needed new direction. Perhaps PA recommendations would 
be better implemented if they were viewed as one part of a broader understanding of many tools 
that people use to move toward health throughout their lives. Antonovsky’s ‘salutogenic’ approach, 
in contrast to the standard ‘pathogenic’ approach, emphasises the many sources of health and avoids 
what he identified as a shortcoming of the pathogenic paradigm of health, the tendency to seek a 
one-problem-one-cure, ‘magic-bullet’ solution (Antonovsky, 1979, p. 37).  
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Salutogenesis: A different paradigm of health 
Recognising that some people he studied were healthy and well-adjusted despite having 
endured traumas that had devastated others, Antonovsky, a medical sociologist, sought to discover, 
understand, and measure resources and perspectives that had sustained the health of those who had 
come through such experiences with the least harm. His early research led him to postulate that one 
source of health is a pervasive orientation toward viewing life as being coherent, manageable, and 
meaningful. He called this orientation a ‘sense of coherence’ (SOC). While he did not urge 
abandonment of the traditional paradigm of Western medicine’s focus on risks, ill health, and 
disease, which he described as ‘pathogenic’, he did find it to be too limited, effectively putting 
blinders on the study of health. A more complete paradigm, which he labelled ‘salutogenesis’, 
focuses on ‘what keeps people healthy’ (Antonovsky, 1979, 1987).  
The pathogenic paradigm includes a view of health as a ‘normal’ state of being; one is 
healthy unless one is sick and sickness results from the effects of pathogens: disease, illness, injury, 
ageing or other factors. Antonovsky identified three problems with this approach. One is the 
‘magic-bullet’ approach described above. Another is that a focus on illness can blind medical 
professionals to the subjective conditions of the ill person. A third is that the pathogenic approach 
postulates a dichotomous, either/or understanding that implies the possibility of absolute health and 
absolute illness, conditions that, Antonovsky says, ‘are never found in reality’ (1979, p. 37). While 
Antonovsky was formulating his theories, the ruling public health paradigm involved the search for 
causal links between diseases such as cancer and heart disease and risk factors such as smoking and 
cholesterol. Stress was seen as being another risk factor, but Antonovsky considered the role of 
stress to be more complicated, noting that stress occurs naturally and that humans survive while 
being constantly exposed to both stress and chaos (Lindström & Eriksson, 2006, p. 240). 
The salutogenic paradigm, according to Antonovsky, does not view health as a condition that 
one has or does not have. Those who are not hospitalised or on their deathbeds, he observed, ‘are 
more or less healthy’ (1979, p. 14). As Quennerstedt has observed, ‘In a salutogenic perspective, the 
question is, therefore, not whether a person has health or not but rather what develops health…’ 
(Quennerstedt, 2008, p. 273). 
The relationship between SOC and health 
In both his first and second books Antonovsky posited a reciprocal relationship between the 
sense of coherence (SOC) and health. Although he observed that health status can be seen as an 
independent variable, that health can affect the extent to which one is exposed to stressors, foster 
meaningful and sensible life experiences, and make it easier for one to access generalised resistance 
resources (GRRs) or sources of health (Antonovsky, 1979, pp. 196–197), he maintained that the 
direction of causality was strongest from SOC to health, not the other way. This is expressed most 
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directly in what Antonovsky described as an attempt to make clear ‘the central paradigm’ of his first 
book (1979, p. 197). A thick arrow in a drawing (p. 185) connects a box labelled ‘Successful 
Tension Management’ to a box containing two legends, ‘Health Ease/Dis-ease Continuum’ and, 
‘Other Ease/Dis-ease Continua’ (p. 185). This thick arrow is described as indicating ‘Successful 
tension management maintains one’s place on the health ease/disease continuum’. Another thick 
arrow on the same page runs from the ‘Successful Tension Management’ box to a ‘Sense of 
Coherence’ box and is described as indicating ‘Successful tension management strengthens the 
sense of coherence’ (p. 185). Antonovsky did not include any arrow-line, dark or light, returning 
from the ‘Health Ease/Dis-ease Continuum’ box to the ‘Successful Tension Management’ box. I 
take this to be a strong indication that Antonovsky, in 1997 at least, perceived that successful 
tension management was a powerful contributor to health, not the other way around. The 
significance Antonovsky attributed to this is made clear in the concluding statement of this section 
of his initial book: ‘Stripped of all qualifications and complexities, the thick lines in the diagram 
and the italicized words in its key are what I have to say’ (1979, p. 197).  
Salutogenesis is, of course, about successful tension management, and in his second book, 
Antonovsky distinguishes his approach from the pathogenic paradigm by saying: ‘The salutogenic 
orientation … leads one to think in terms of factors promoting movement toward the healthy end of 
the continuum’ (1987, p. 6). Later, he said that with the passage of time he had come to emphasise 
the importance of the SOC more and he added, ‘…the strength of one’s SOC is a powerful, and 
perhaps decisive, factor straight down the line, throughout all stages of the stress process,’ allowing 
one to define the stimulus of an untoward event such as illness as a non-stressor (Antonovsky, 
1990b). 
An alternative approach to health promotion? 
As a means of measuring the extent to which individuals perceived their lives to involve 
coherence, manageability, and meaningfulness, which is to say, to measure SOC, Antonovsky 
devised a questionnaire, the SOC-29, with seven choices offered as responses to each of 29 
statements. He also created a shorter version using 13 of the original SOC-29 items. The SOC-29 is 
in Appendix B and the items included in the SOC-13 are indicated. 
A systematic review of the scientific evidence dealing with Antonovsky’s work was 
published by Lindström and Eriksson (2005) a little more than a decade after his death in 1994. 
Based on this review, they concluded that the salutogenic approach could ‘contribute to the solution 
of some of the most urgent public health problems of our time’ and ‘provide a solid theoretical 
framework for health promotion’ (Lindström & Eriksson, 2005, p. 440). Some respected 
commentators predict that population trends and the burdens of ageing are leading societies toward 
crises capable of engulfing the world economy and threatening democracy (Peterson, 1999, p. 55). 
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Others suggest analytical errors in the reasoning of those predicting a coming ‘demographic time-
bomb’, saying evidence does not require leaders to ‘conclude that population ageing itself will 
strain health and social care systems’ (Spijker & MacInnes, 2013b, p. 54). Given the vast 
divergence of such views, a new, salutogenic conception of health promotion could become 
critically important, both to political leaders who need to make policy in response to present and 
anticipated social changes and to individuals who want to increase their levels of physical activity 
as a means of enhancing their chances of living more years of vigour, involvement with others, and 
mental acuity. As I will explain later, I am one of those individuals and what I have learned in this 
study about salutogenesis and health is, to me, a great encouragement. This is so despite the fact 
that, in my reading of Antonovsky’s writing and in the scholarly literature about his writing, I found 
no indication that he provided a precise definition of ‘health’ as he used it. In view of his 
salutogenic approach and the varied contexts in which he wrote of health, it seems likely to me that 
he found acceptable the World Health Organization description of health as ‘…physical, mental and 
social well-being and not merely the absence of disease or infirmity’ (“Preamble to the Constitution 
of the World Health Organization,” 1946).   
History and development of SOC theory 
Antonovsky’s salutogenetic paradigm (or framework under which his theories reside) was 
offered as a supplement to the prevailing health paradigm of his time. Understanding Antonovsky’s 
work begins with the notion of generalised resistance resources or GRRs. (Throughout this thesis I 
will use the more descriptive ‘health resource’ interchangeably with ‘GRR’, and, as do others 
(Tinning & Fitzpatrick, 2012), ‘framework’ as a synonym for ‘paradigm’.) Antonovsky wrote that 
he began to understand the role of GRRs – his ‘bright ideas’ – as he was attempting to answer this 
question: 'What explains movement toward the health pole of the health ease/dis-ease continuum?' 
(Antonovsky, 1996, p. 15). Drawing upon his earlier work on social class, poverty, and health, he 
identified as GRRs tools that people used as aids to successful coping in the face of the inherent 
stressors of human existence (1996), including wealth, ego strength, and cultural stability (1979, p. 
28). Health resources identified by others have included knowledge, experience, self-esteem, 
healthy behaviour, commitment, social support, cultural capital, intelligence, traditions and view of 
life (Lindström & Eriksson, 2006, p. 241). This is not an exhaustive list, however, because 
Antonovsky described GRRs as ‘any characteristic of the person, the group, or the environment that 
can facilitate effective tension management’ (Antonovsky,1979, p. 99). Such health resources can 
lead to the building of trust in one’s ability to manage successfully the stressors life brings 
(Lindström & Eriksson, 2006). According to Antonovsky (1979, p. 195), sense of coherence is 
strengthened when health resources provide experiences that (a) have neither too few nor too many 
stimuli for us to handle and (b) make sense by being consistent with expectations and allowing 
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participation in outcomes. Those who experience life as comprehensible, meaningful, and 
manageable expect that their lives will work out reasonably well (Antonovsky, 1987). This 
confidence in life’s prospects contributes to decisions and actions conducive to health and, 
therefore, increases the possibility of movement toward ‘ease’ on the health continuum. 
Reflecting on the results of research studies available to him in 1993, Antonovsky identified 
faculty members in American universities, Israelis who were nearing retirement age, and kibbutz 
members, as groups having high SOC scores. Among those with low SOC scores, he said, were a 
large sample of minority homeless women, Czech cancer patients, Israeli young people with 
cerebral palsy, New Zealanders with chronic pain, and older Americans in Veterans Administration 
hospitals (Antonovsky, 1993b). The presence or absence of various health resources made a major 
difference in these people’s lives, and Antonovsky concluded that what these resources had in 
common was that they helped people to see the world as coherent, as ‘making sense’. They led to 
the emergence of a sense of coherence, which he perceived to be, as noted earlier, ‘a generalized, 
pervasive orientation’ (1979, p.122) toward the world as being comprehensible, manageable and 
meaningful.  
Antonovsky noted that a person who maintains admirable health levels may or may not be an 
admirable person. Antonovsky suggested that there are many roads to a strong SOC, some of which 
do not emphasise a value he held dear: civility. Coercion is one such road used by dictators, 
colonialists, commissars, chauvinists and ‘other bastards who stay healthy’ (Antonovsky, 1993a, p. 
973). A patriarchal male, a religious fundamentalist, an oppressive aristocrat, or even a Nazi may 
have a strong SOC, he said: ‘A salutogenic orientation provides no prescription for a good life in 
the moral sense of the term; it can only help us understand health/illness’ (Antonovsky, 1990a). 
Statement of purpose and research questions 
Nevertheless, ‘good health’ is fundamental. Potentially, then the significance of this study 
could range from the societal to the personal. If enabling the elderly to live more of their last years 
in full health is a goal of value to both individuals ('Living to 120 and Beyond', n.d.). and to the 
societies in which they live (Australian Institute of Health and Welfare, 2014, p. 267), and if that 
goal is under threat (Murray et al., 2013) despite the public health initiatives undertaken up to now, 
new ways of addressing the underlying problems on a population-wide level should be considered. 
Any furthering of such new ways of addressing pubic health issues could be eminently worthwhile, 
but I am aware of more personal motivations for this study as well. One of my younger brothers, 
Gary Reeves Hill, lived the last years of his life while suffering from multiple problems associated 
with overweight (among them: diabetes). In view of what I have learned through my study of 
Atonovsky’s work, I believe that Gary might have had a longer, fuller, and less painful life if his 
sense of coherence had been higher. I began this study with the hope that it might contribute to new 
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initiatives to benefit those with similar problems in the future. I admit, as well, a personal interest in 
health measures that may further my own prospects of living in full health for many more years.  
The ideas of Antonovsky may offer a public health approach that has not been applied with 
sufficient breadth and depth. Consideration of such a shift would have to begin with salutogenic 
questions. The purpose of this thesis is to explore what resources, both from within a person and 
from the circumstances of a person’s life, contributed to the health of those in a sample of 36 older 
Australians. This study sought answers to the following research questions: 
1. What health resources did the older Australians draw upon in order to lead 
healthier lives? What differences, if any, were there between those who had 
high, medium, or low overall SOC scores? Did scores on the components of 
the SOC, comprehensibility, manageability, and meaningfulness, indicate 
differences between those who were in the high, middle, or low third levels? 
2.  What role did participants attribute to physical activity for their health, and 
what differences in PA levels, if any, existed between the high, medium, and 
low SOC scorers? 
The theoretical orientation for research and analysis in this study was provided by 
Antonovsky’s salutogenic approach and his theory of sense of coherence (SOC), which postulated 
that one source of health is a pervasive orientation toward viewing life as being coherent, 
manageable, and meaningful (Antonovsky, 1979, 1987). The use of Antonovsky’s work as a guide 
and an analysis tool would, I expected, also provide opportunities to evaluate his work’s usefulness 
in the study of this age group and its health. 
In this first chapter I have outlined the purpose of this study and presented a brief overview 
of Antonovsky’s work. Chapter 2 presents a literature review that focuses on published studies 
concerning sense of coherence, salutogenesis, and related theories. Here, paradigms of ageing and 
salutogenic research on ageing are considered. Current research on the relationship between 
physical activity, health, and ageing are examined. Chapter 3 describes methods and methodologies 
used in this thesis. Chapter 4 presents the results and discussion of the overall SOC data and 
Chapter 5 the results and discussion of the SOC component scores. Chapter 6 presents the 
conclusions, along with strengths and weaknesses of this study, what I have learned from this study 
in regard to the health resources that participants used to sustain health and functionality, and a 
recommendation for a possible implementation of lessons from SOC research. References, 
appendices, and a table follow.  
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CHAPTER 2: Literature review 
At the end of June 2001, according to Australia’s health 2014, the proportion of the 
estimated resident population of Australia was 19.4 million and 12.5% of those were older than 65 
years (Australian Institute of Health and Welfare, 2014a, p. 504). Although this periodic report card 
on the nation’s health notes that Australians, with one of the highest life expectancies in the world, 
are now living more years free of disability than in the past (2014, p. 66), chronic diseases are a 
major problem. Acute illnesses caused most deaths here a century ago, but now 9 in 10 deaths in 
Australia have chronic disease as an underlying cause and the costs of treating these diseases is ‘in 
the order of several billions of dollars’ (2014, p. 98). Increasingly common, chronic diseases are 
now the cause of most of the societal burden of ill health (2014, p. 94). More than a third of 
Australians, 35%, reported in 2007-08 that they had at least one of these chronic diseases: asthma, 
type 2 diabetes, coronary heart disease, stroke or another cerebrovascular disease, arthritis, 
osteoporosis, chronic obstructive pulmonary disease, depression, or high blood pressure (Australian 
Institute of Health and Welfare, 2014b). 
More likely to report these chronic health problems than the average Australian adult are 
those with low socio-economic status, the indigenous, and persons older than 65 years (AIHW, 
2014a). Among those up to 24 years of age, only 15% reported that they were suffering from one of 
these chronic diseases. Among those between 65 and 74, more than three-fourths had at least one 
and about 50% had at least five of these chronic diseases. Seven of 10 above 85 years of age 
reported suffering from five or more of these chronic diseases (AIHW, 2014a, p. 101).  ‘Preventing 
or delaying chronic disease,’ this key 2014 health report says, ‘is one of the most important 
priorities for the Australian health care system today’ (p. 343). 
Suggestions in government reports for addressing these priorities include improving 
environmental factors such as air, water, and soil quality; community factors such as support 
services, housing, and education; and health behaviours including attitudes and beliefs related to 
alcohol consumption, smoking, patterns of eating, and physical activity (2014, p 438). One report 
linking health risks with physical inactivity (Australian Institute of Health and Welfare, 2012) cited 
a study (Thompson et al., 2003) showing that those who did not participate in regular PA were 
almost twice as likely to die from coronary artery disease (CAD) as those who did. According to 
Thompson and colleagues, physically active subjects generally demonstrated CAD rates that were 
half those of participants in the most sedentary groups (p. 3110). A study of the overall burden of 
disease and injury in Australia in 2003 attributed about 7% of that burden to physical inactivity, 
making it the fourth most important of 14 major causes, behind only smoking, high blood pressure, 
and high body mass (S. J. Begg, Vos, Barker, Stanley, & Lopez, 2008, p. 38). Significant gains in 
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Australian health levels, Begg and colleagues stated, could come from changes in exposure to ‘a 
limited number of well established health risks’ (p. 36). 
Although the comprehensive 2014 Australian health report cited above does make one 
reference to health gains through changes in attitudes and beliefs, other suggestions for 
improvement are, to use Antonovsky’s terms, pathogenic rather than salutogenic, focused almost 
entirely on risks to health rather than considering sources of health.  Since the purpose of this thesis 
is to explore resources found by participants to have contributed to health, and since practices based 
on pathogenic approaches have left considerable room for improvement in the health of Australians 
of all ages, especially in the health of those over 65 years of age, a thorough consideration of 
Antonovsky’s ideas seems appropriate. 
Components of the SOC 
A sense of coherence, according to Antonovsky, is made up of three components: 
comprehensibility (C), meaningfulness (ME), and manageability (MA). Clarity about these 
categories is necessary to a salutogenic understanding of the resources that have influenced the 
health of participants in this study.   
Antonovsky offered several definitions of these three components. Noting that in his first 
book he had described comprehensibility as ‘the very core of SOC’ (Antonovsky, 1987, p. 50), 
Antonovsky said in his second book that, in order to confront challenges, ‘one must believe that the 
events are, or at least can become, ordered and understandable’ (1987, p. 56). He then defined 
meaningfulness as ‘the belief that the intended outcome of a given behavior is of value to one’, 
comprehensibility as ‘belief that performing the behavior will indeed lead to that outcome’, and 
manageability as ‘the belief that one can successfully perform that behavior’ (1987, p. 59).  
Earlier in the same book, Antonovsky defined comprehensibility as ‘the extent to which one 
perceives the stimuli that confront one … as making cognitive sense’ (p. 16), manageability as ‘the 
extent to which one perceives that resources are at one’s disposal which are adequate to meet the 
demands posed by the stimuli that bombard one’ (p. 17), and meaningfulness as ‘the motivational 
element’ referring to ‘the extent to which one feels that life makes sense emotionally’ (p.18). 
In a 1993 speech that was published posthumously (Antonovsky, 1996), he provided a 
similar set of definitions, saying that a person with a strong SOC will ‘wish to, be motivated to, 
cope’ (meaningfulness); ‘believe that the challenge is understood’ (comprehensibility); and ‘believe 
that resources to cope are available’ (manageability). 
Combining these definitions provided by Antonovsky, one may say that, in regard to a 
behaviour for coping with a stressor, meaningfulness is belief that coping with the stress is 
worthwhile, comprehensibility is belief that one understands what behaviour is needed to cope with 
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the stress, and manageability is belief that one has or can get resources needed to cope with the 
stress. Naaldenberg and colleagues provided a similar characterisation of the three aspects of the 
SOC, describing meaningfulness as an ‘emotional component’, comprehensibility as a ‘cognitive 
component’, and manageability as an ‘instrumental component’ (Naaldenberg, Vaandrager, Koelen, 
& Leeuwis, 2012b).  
Comprehensibility (C): Differing expectations 
For Antonovsky, comprehensibility comes into play when we attempt to make sense of a 
problem by defining its nature and dimensions. Stimuli from one’s ‘internal and external 
environments’ can lead one to perceive existence as ‘ordered, consistent, structured, and clear’. 
Further, a person with a high sense of comprehensibility will expect future events to be predictable 
or, if surprising, ‘orderable and explicable’ (Antonovsky, 1987, p. 17). Indeed, for Antonovsky, a 
high degree of comprehensibility was a necessity for a strong sense of another SOC component, 
manageability. 
A requirement for the sense that resources are available to one to meet demands is that one 
has a clear picture of what those demands are. Living in a world one thinks is chaotic and 
unpredictable makes it more difficult to think that one can manage well. (Antonovsky, 1987, 
p. 20) 
In other words, a clear conception of any challenge, opportunity, or difficulty is a necessary 
precondition for a coherent response. What matters is how one experiences a life stress, whether or 
not it ‘makes sense’ in the context of the rest of one’s perception of life. To the extent that it does 
not make sense or cannot be fitted into one’s understanding of life, it is incomprehensible, non-
understandable. In such circumstances it may be categorised by the individual as fate or luck (good 
or bad). It may be seen as chaotic, as not being part of any order or pattern useful in shaping 
immediate or long-term responses.  
A close reading of the SOC-29 choices Antonovsky offered in his comprehensibility-related 
questions gives sharply differing depictions of those with a strong sense of comprehensibility and 
those with a weak sense of comprehensibility. My analysis of the C-related questions in the SOC 
instruments indicates that people who view life as being extremely comprehensible feel that they 
understand and are understood by many others. They are rarely puzzled by changes in life or 
surprised by the behaviour of others because life is, for them, completely consistent and clear. They 
expect this clarity and consistency to continue. After all, since they have generally seen life in the 
‘correct proportions’, they are rarely confused about what may be about to happen. They are 
comfortable with their own feelings and do not see themselves as mixed up emotionally. 
By contrast, those choosing SOC-13 or SOC-29 answers that lead to a score indicating the 
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opposite orientation toward life, feel misunderstood by others. With the exception of people closest 
to them, the people around them are as little known to them as total strangers. In the past, even 
people they felt they knew ‘always’ behaved in ways that surprised them. This is likely to have 
contributed to their never knowing, during the previous decade, what to expect next. Life has been, 
for them, a series of unfamiliar situations with confusing and difficult-to-find solutions and they 
expect the future to be the same: full of changes and offering no way for them to know what might 
happen. No wonder, then, that they have mixed up thoughts and feelings that they would rather not 
feel. After all, they have, thus far, generally overestimated or underestimated the importance of past 
events in their lives. 
Manageability (MA): Everyone’s concern 
Antonovsky (1987) defined manageability (MA) as ‘the extent to which one perceives that 
resources are at one’s disposal which are adequate to meet the demands posed by the stimuli that 
bombard one’ (p. 17). After a discussion comparing his SOC theories to the theories of Kobasa 
(Kobasa, Maddi, & Kahn, 1982), Boyce (Boyce, Jensen, James, & Peacock, 1983), Moos (Moos, 
1984), Werner (Werner & Smith, 1982), and Reiss (Reiss, 1987), Antonovsky said that the greatest 
difference ‘between the SOC and the other approaches considered concerns the manageability 
component’ and that this difference may derive from differences in cultural origins of the theorists. 
Regardless, he said, ‘We are all concerned with a sense of confidence in being able to handle life’s 
problems’ (Antonovsky, 1987, p. 52).  
A person who chose the highest number for each of the MA-related items in the Orientation 
to Life Questionnaire (SOC-29) would be accustomed to feeling that they could depend on others 
when something needed to be done, perhaps because people they had depended upon never 
disappointed them. Rarely or never would they feel unfairly treated. They would believe that 
solutions can always be found to painful situations in life and when something unpleasant did 
happen to them, their approach would be to accept the event and move on. They would be certain 
that there would always be people on whom they could count. They would never feel like losers and 
they would expect to succeed in overcoming future difficulties. Seldom or never would they have 
feelings that they might not be able to keep under control. 
Conversely, a person who chose the lowest number for each of the MA-related items in the 
SOC-29 would not expect that tasks depending on the cooperation of others would get done, given 
their feeling that people they have counted on have always disappointed them. Very often, they 
would say, they have felt unfairly treated. There are no solutions to the painful things in life, they 
would believe, and when bad things have happened to them, they have tended to ‘eat themselves 
up’ about those events. Should something happen to give them a good feeling, they would expect 
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something else to happen to spoil the feeling. They would not expect to have people around them in 
the future upon whom they could count. They would often feel like losers and they would not 
expect to succeed in overcoming difficulties in the future. Very often, they would have feelings they 
feared they could not keep under control. 
Key to Antonovsky’s discussion of manageability (1987) was a discussion of ‘load balance’, 
a term by which he distinguished between the effects of living with a too-high or a too-low stress 
level (p. 112). A worker’s perceptions of the world as manageable may increase within the formal 
and informal social structures of a work environment that has standards and requirements, 
according to Antonovsky, when available resources include appropriate knowledge, skills, 
materials, and equipment. 
In sum, we can say that repeated work experiences which are appropriate to the worker’s 
abilities, which place adequate material, social, and organizational resources at his or her 
disposal, and which provide occasional overload as well as opportunity for withdrawal and 
conservation of energy, will strengthen the sense of manageability. (Antonovsky, 1987. p. 
113) 
Situations of underload, in which individuals are not sufficiently challenged to exercise 
abilities and actualise potentials, may have the opposite effect, leaving people without ‘confidence 
that the world is manageable’ (p. 113). 
Antonovsky noted a particularly powerful effect related to gender in the development of MA 
strength. Gender, he said, can influence life choices so that a young person moves toward MA-
enhancing work experiences or, perhaps, not. For example, while class, genes, and ‘idiosyncratic 
fortune’ may direct the son of an upper-middle class family through university and law school 
toward a professional career, the chances are, Antonovsky said, that a daughter of the same family, 
despite following a similar path, would have ‘always, deep down, got the message that all this was 
well and good but that she was, after all, a woman destined for home and hearth’ (Antonovsky, 
1987, p. 103). 
While the work of a housewife and mother is demanding, important and, in some cultures, 
may be able to strengthen SOC, in Western societies, he said, the 'social disvaluation (sic) of the 
housewife role’, along with economic dependence on a husband and other factors, means that the 
life experiences of the housewife ‘will be inadequate to provide her with a strong SOC’ 
(Antonovsky, 1987, p. 109). 
When participants in this study, all 65 years old or older as the study began, were of what is 
normally considered to be ‘working age’, the role of housewife with no outside employment was 
more likely to be the lot of women than is the case today. In 1979, according to the Australian 
 13 
Bureau of Statistics, adult men of employment age in Australia were about twice as likely to be in 
paid work (75% of them) as women (40%). In 2005, 44.8% of the total Australian work force was 
female (Australian Bureau of Statistics, 2006), although 45.3% of employed women were in part-
time positions, compared to 14.9% of employed men. 
Benefits from these changes in the employment levels of women in Western societies in 
recent decades may still be influenced by differences in gender roles. For example, according to 
Mayer (2011, p. 181), female managers in a South African corporation generally scored lower on 
MA-related items of the SOC questionnaire than their male counterparts, possibly because their 
work occurred in a ‘male-dominated environment.’ Also, according to a 2013 study (A.-K. 
Eriksson, van den Donk, Hilding, & Östenson, 2013), after-work responsibilities related to gender 
roles may have been responsible for differences in the prevalence of type 2 diabetes in more than 
5,000 middle-aged Swedish women and men. Tracked over 8 to10 years, those who reported ‘high 
job strain’ were less likely to develop type 2 diabetes if they were male and were more likely to do 
so if they were female. An interesting possible explanation for this difference, considered by 
Eriksson and colleagues, was the fact that women reported less opportunity, after working hours, 
for rest and recovery (p. 2687). The ABS ‘Social Trends, 2006’ report cited above observes that ‘it 
is women who continue to carry the greater responsibility for caring and other unpaid work, 
effectively placing them under increased time pressures’ (Australian Bureau of Statistics, 2006).  
Manageability, then, appears to be enhanced by challenging employment that is not 
overwhelming, but the SOC-enhancing benefit of such work was less available to the women of this 
study than to the men when they were most likely to have sought employment. Social change in 
recent decades has lessened, but not removed, that gender-based difference.  
Meaningfulness (ME): ‘Most critical’ (Antonovsky) 
Antonovsky saw meaningfulness (ME) as being the ‘motivational element’. In a lecture 
delivered near the end of his life tracing the course of his investigations of the sources of health, 
Antonovsky (1990a) said that seeing life as making sense emotionally, as worth living, ‘provides 
the motivational force which leads one to seek order in the world and to transform resources from 
potential to actuality. As time goes by, I have come to emphasize this component of the SOC more 
and more’ (Antonovsky, 1990b, p. 79). 
Earlier, writing about a pilot-project study he conducted (55 participants whom he deemed 
to have been coping at a high level despite having undergone traumas), Antonovsky (1987) said that 
16 with the strongest SOC  
always spoke of areas of life that were important to them, that they very much cared about, 
that ‘made sense’ to them in the emotional and not only the cognitive meaning of the term. 
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Events that went on in these areas tended to be viewed as challenges, as worthy of 
investment and commitment. (Antonovsky, 1987, p. 18). 
Eleven in the pilot project who had weak SOC levels, he said, only grudgingly admitted that 
anything mattered or was important in any sense other than being unwelcome demands with which 
they would have preferred not to deal. According to Antonovsky (1987), people will be low on 
meaningfulness and unable to maintain a high SOC if they deny the significance of four spheres of 
concern: ‘one’s inner feelings, one’s immediate interpersonal relations, one’s major activity, and 
existential issues (death, inevitable failures, shortcomings, conflict, and isolation)’ (p. 23). Even 
when such aspects of life are seen as significant, a defining meaningfulness question is whether a 
person sees them as challenges worthy of the time and energy they demand (p. 23). 
A reading of the choices represented by the selection of the least positive choice for each of 
the SOC-29 items identified by Antonovsky as being related to meaningfulness provides a picture 
of persons without goals or clear purposes, caring little about the world, and stuck in routine tasks 
that are boring and likely to continue to the end of life. Those who selected the most positive 
choices on each ME item of the SOC-29 questionnaire, by contrast, would likely be persons with 
clear goals and purpose, deeply engaged in the world, finding life to be full of interesting people, 
events, and things, all of which they would expect to continue.  
Critiques of Antonovsky’s ideas 
The significance of SOC component scores 
Antonovsky’s theories have generated considerable scholarly debate, much of which needs 
to be taken into account in any analysis of the potential usefulness of his work. One such debate has 
involved the question of whether or not it is appropriate to study and draw conclusions from scores 
compiled in response to SOC-13 or SOC-29 questions identified by Antonovsky as being related to 
particular components of the overall score. Some argue that only the overall SOC score should be 
used; others say valuable information is sometimes lost without separate consideration of scores on 
questions related to C, MA, and ME. 
Those who have argued against using component scores say that a single dimension 
underlies components of the SOC scale (Hawley, Wolfe, & Cathey, 1992; Callahan & Pincus, 1995; 
Feldt & Rasku, 1998; Feldt et al., 2007; Klepp, Mastekaasa, Sørensen, Sandanger, & Kleiner, 
2007), and they often cite Antonovsky in support of their view. However, in his second book, 
Antonovsky reflected on views he had held while writing his first book (1987, p. 19). Then, he said, 
he had seen the SOC concept as ‘a unitary one’ with inextricably linked components. After eight 
additional years of investigation his views had changed to the point that he described in detail SOC 
types that emerge ‘when we dichotomize each of the three components’ (p. 20). By focusing on 
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high and low scores on C, MA, and ME items and on characteristics related to those components, 
Antonovsky was able to describe eight types. Further, he produced a chart of the eight sets of 
behavioural characteristics likely to be present in those with either high scores on each of the three 
components or low scores on each of the three components (Antonovsky, 1987, p. 20).   
Subsequently, a number of researchers have reported evidence that SOC elements were 
differentially associated with antecedents and outcomes. In their systematic review of 458 scientific 
publications and 13 doctoral theses, Eriksson and Lindström concluded that the SOC scale ‘seems 
to be multidimensional rather than unidimensional’ (M. Eriksson & Lindström, 2006). Söderhamn 
and Holmgren reported that their logistic regression analyses showed that comprehensibility 
explained perceived health better than the total SOC concept (Söderhamn & Holmgren, 2004). A 
study of spirituality and older Australians found that manageability was irrelevant to their study, 
and that, while spirituality was associated with meaningfulness over time, it was negatively 
associated with comprehensibility. They wrote: ‘Using the total score only would lose this 
information, and the results thus indicate value from treating the SOC dimensions as independent 
constructs’ (Cowlishaw, Niele, Teshuva, Browning, & Kendig, 2012). 
Further support for this view can be found in Mayer’s 2011 study of managers in a South 
African business, which depended heavily on analysis of the scores on SOC-29 items related to the 
three components of the SOC in addition to consideration of the overall SOC scores (Mayer, 2011). 
Researchers successfully investigated depressive symptoms, SOC, PA, and genetic factors in 
middle-aged and older people by analyzing baseline and follow-up data on both SOC scores and 
scores on each of the three components of the SOC (Kulmala & Pakkala, 2012). Poppius and 
colleagues, although they used the SOC-29 without analysing its three components separately in 
their study of more than 4,000 Finns, described the use of components as being ‘theoretically well 
founded’ (Poppius, Tenkanen, Hakama, Kalimo, & Pitkanen, 2003). 
By considering scores on SOC-13 items related to comprehensibility, meaningfulness, and 
manageability, I too have found insights that I perceive to be useful in understanding why 
participants in my study lived with their varying but generally high degrees of health beyond the 
age of 65 years. In view of the fact that Antonovsky himself and subsequent researchers have used 
component scores successfully, I conclude that not only overall SOC scores, but also component 
scores, can yield valid and useful information and should be considered. 
Social desirability 
Another concern raised in published literature is about the risk that study participants may 
give answers they perceive to be ‘correct’ or desired by researchers. For example, Frenz and 
colleagues advised users of the SOC-29 and SOC-13 to exercise caution because they suspected that 
 16 
the SOC items ‘may be somewhat “transparent” and therefore vulnerable to a social desirability 
response bias’ (Frenz, Carey, & Jorgensen, 1993). However, Pallant and Lae controlled for the 
effects of social reliability responses and found (a) that correlations between SOC-13 and indicators 
of psychological well-being ranged from moderate to quite strong, (b) the incremental validity of 
the SOC-13 was supported, and (c) that there were indications in their data of the usefulness of the 
sense of coherence construct in the prediction of health, both psychological and physical (Pallant & 
Lae, 2002). A comparison that, while it involves some subjectivity, may be indicative of the 
presence or absence of social desirability bias involves two questions that differ in their degree of 
self evaluation. Of the 13 sets of choices in the SOC-13, an openly self-evaluative question was 
number 11. It asks participants to evaluate their judgment ‘when something happened’ by choosing 
a number between one and seven to say that they had ‘over estimated or underestimated its 
importance’ or that they ‘saw things in the right proportion’. A question I view as being more about 
the behaviour of others was number two, asking if the participant had ‘never’ or ‘always’ been 
surprised by ‘the behaviour of people you thought you knew well’. The median number for answer-
choices on both was five. In this study’s results I detected no indication of social desirability bias. 
Although the social desirability bias is something qualitative researchers need always to be alert to, 
it does not seem to be a particular worry for the study of data from the SOC-29 or SOC-13. 
Predictability bias 
A criticism of Antonovsky’s work was published in 2005 by three researchers who asserted 
that the SOC-29 and SOC-13 are both mental and emotional in nature and that Antonovsky 
incorporated an incorrect notion of predictability as a necessary component of a high sense of 
coherence, especially for comprehensibility and manageability (Flensborg-Madsen, Ventegodt, & 
Merrick, 2005, p. 768). This view, if correct, would weaken Antonovsky’s work as a tool useful for 
promoting the health of persons over 65 years of age, so determining its salience as a critique, was 
significant for this study. The mixing of mental and emotional components and the excessive 
valuing of predictability, they reasoned, could account for why high SOC had shown only a modest 
correlation with physical health (2005, p. 769). Describing manageability, comprehensibility and 
meaningfulness as mental conceptualisations of SOC, they expressed a belief that emotionality, not 
mentality, determines physical health (2005, p. 768).  
Flensborg-Madsen and colleagues also challenge Antonovsky’s emphasis on predictability 
as a necessary component of a high SOC, noting that it is central to his often-cited formulation of 
the SOC as 
…a  global orientation that expresses the extent to which one has a pervasive, enduring 
though dynamic, feeling of confidence that one’s internal and external environments are 
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predictable and that there is a high probability that things will work out as well as can 
reasonably be expected (emphasis mine). (Antonovsky, 1987)  
They argue that while meaningfulness is not affected by this emphasis on predictability, 
both manageability and comprehensibility contain questions so imbued with assumptions about 
predictability that they are not in accordance with the idea of a sense of coherence (2005, p. 771). In 
a view that seems to contrast with Antonovsky’s, Flensborg-Madsen and colleagues suggest that, in 
regard to comprehensibility, for example, unpredictable changes and new aspects of life can 
enhance, rather than diminish, comprehension. Therefore, the absence of predictability should not 
be defined as negative, as is required by the scoring of four of the 11 SOC-29 questions related to 
comprehensibility (questions 10, 17, 19, and 21). (Question 1 is also inappropriate, they reason, 
because it is worded incorrectly in that it asks for the rating of how often one feels misunderstood 
by others, rather than of how often one has misunderstood others.) Of the 10 questions related to 
manageability, Flensborg-Madsen and colleagues identify three that are ‘not … appropriate’ 
because of emphasis on predictability (questions 6, 20, and 25). They conclude that the idea of 
sense of coherence is sound, but that the theory and operationalisation of it created by Antonovsky 
are not sound, due to his ‘strange concept of predictability’ that includes a preference for a stable, 
non-dynamic life (2005, p. 773).  
The significance of this criticism is highlighted by a comment of Antonovsky’s in regard to 
questionnaire construction. Responses to questions are affected, he said, not only by key words and 
‘the general sense of the item’, but by ‘every word included’ (Antonovsky, 1987, p. 76). However, 
removal of scores for the four SOC-13 items to which Flensborg-Madsen and colleagues object 
because of Antonovsky’s assessment of the need for predictability produced only minor changes in 
the order of the SOC scorers in this study. Although a larger sample might have shown other 
results, the Flensborg-Madsen criticism, although logical, seems to have had no significant effect on 
the SOC-13 results for these 36 participants. 
Direction of causality 
Although Antonovsky posited a reciprocal relationship between the SOC and health in his 
first book (Antonovsky, 1979, p. 184), he maintained that the direction of causality was strongest 
from SOC to health, not the other way, and emphasised the centrality of SOC as a variable in 
determining health status (Antonovsky, 1990; 1990a). Poor health is more likely to occur in those 
with weak SOC, according to Antonovsky; it ‘poses one more stressor with which one finds 
difficulty in coping, and the experience reinforces and perhaps intensifies the belief that life is 
incomprehensible, unmanageable, and meaningless’ (Antonovsky, 1990c). By contrast, a person 
with strong SOC can, when faced with ill health or other unfortunate events, relate to them ‘as 
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comprehensible, manageable, and meaningful’ (1990c). At least one researcher has expressed 
uncertainty about whether having a low SOC is likely to lead to illness or if the reverse is the case 
(Geyer, 1997). However, a study of 320 community-based Finnish people between the ages of 65 
and 69 years found general support for Antonovsky’s view that GRRs facilitate SOC, ‘which, in 
turn sustains health’ (Read, Aunola, Feldt, Leinonen, & Ruoppila, 2005, p. 250), but Read and 
colleagues suggested a need for further study, given the possibility that causality could operate in 
the opposite direction. Similarly, Pallant and Lae, although they concluded that individuals with 
higher SOC tended to choose more adaptive strategies in response to stressors and enhanced their 
chances for positive health outcomes (2002, p. 46), recommended further research to determine 
causality and other issues.  
Support for Antonovsky’s ideas 
Despite these criticisms, there is considerable general support in peer reviewed literature for 
Antonovsky’s ideas. Salutogenesis and the SOC have been widely studied and applied in 
Scandinavia and other parts of Europe and to some extent in Asia, the US, Canada, and the UK. The 
just-cited study by Read and others, for example, found support for what they considered to be ‘the 
main idea’ of Antonovsky’s model: health resources facilitated the SOC of participants in their 
study and SOC sustained their health (Read et al., 2005, p. 250). More generally, Antonovsky’s 
ideas have been shown to be useful in the understanding of health (M. Eriksson, 2007), and a study 
of 1,012 female nurses in Sweden found corroboration for SOC as a salutogenic disposition 
(Hochwälder & Forsell, 2010). Other research results that supported aspects of Antonovsky’s work 
follow. 
Internal consistency and reliability 
In his second book, Antonovsky (1987) considered the psychometric properties of his SOC-
29 and, on the basis of the few studies available then, found a ‘respectable degree’ of internal 
consistency and reliability. He concluded that the scale was an adequate representation of the SOC 
construct (p. 86). Subsequently, according to Lindström and Eriksson, empirical research has 
proved Antonovsky’s claim that SOC is a universal mechanism applicable to any culture 
(Lindström & Eriksson, 2006). Up to 1993 the SOC questionnaire had been used in at least 14 
languages but more recently the total cited by scholars has risen to at least 33 languages, allowing it 
to be used in 32 countries all over the world and to be deemed a cross-culturally applicable 
instrument (Lindström & Eriksson, 2005). A review of 13 doctoral theses and 458 scientific works 
published between 1992 and 2003 found that the SOC scale appeared to be reliable, valid, and 
cross-culturally applicable as a way of measuring how people managed stress and remained healthy 
(M. Eriksson & Lindström, 2005). In addition, the Swedish version of the SOC-29 has been found 
to be a reliable and valid tool for use with physically active older people (Söderhamn & Holmgren, 
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2004). Construct validity of the SOC scale was supported by the results of a Swedish study’s 
finding that sense of coherence was hierarchically organised in a model that consisted of its three 
components, thereby corroborating Antonovsky’s SOC theory (Söderhamn & Holmgren, 2004). 
Wiesmann and colleagues reported that their study also corroborated the construct validity of the 
sense of coherence (Wiesmann, Niehörster, & Hannich, 2009). Results of a study based on a broad 
community sample in Australia supported the claim of good internal consistency for the SOC-13 
(Pallant & Lae, 2002). 
Stability 
In his first book, Antonovsky hypothesised that once one had reached adulthood the SOC he 
or she had developed was not likely to change ‘in any radical way’ (Antonovsky, 1979, p. 188). In 
scholarly literature at about this time, the age when a person became adult was being debated in 
scholarly literature (see McCrae & Costa, 1988) and some writers referred back to a view expressed 
nearly a century earlier by a founder of psychology, William James, who had expressed a belief 
that, for most people, ‘by the age of thirty, the character has set like plaster, and will never soften 
again’ (James, 1890/1918). If the view of James in 1890 and Antonovsky in 1979 prove to be 
correct, then the usefulness of the sense of coherence as a means of fostering health-oriented change 
in older adults will be seriously circumscribed. In his second book, however, Antonovsky referred 
to his earlier view and amended it to apply to those with strong SOC levels who may ‘at best’ 
manage the ubiquitous stressors of life and ‘maintain an ever-challenged equilibrium’, while those 
with moderate SOC levels in early adulthood will tend to move to lower levels and those with a 
weak SOC will lose even more ground as disparity in SOC levels increase over time (Antonovsky, 
1987, p. 122).  
The view that SOC may not be fixed at about 30 years of age seemed to be supported by a 
large five-year follow-up study by Feldt and others (Feldt et al., 2010). This study found that stress-
caused fluctuations in SOC levels were short-lived for those with initially high SOC, while the 
opposite was true for those with low SOC, indicating the possibility of change, at least in the 
negative direction. Similar finds came from a Swedish study by Berit Nilsson and colleagues (B. 
Nilsson, Holmgren, Stegmayr, & Westman, 2003). In this study of 1,254 men and women who 
answered surveys and responded to the SOC-13 in 1994 and again in 1999, Berit Nilsson and 
colleagues found that SOC levels declined for both men and women of various age ranges with 
stability being maintained only by those with initially high SOC levels (p. 301). However, Nilsson 
and colleagues said these SOC declines may have resulted from deterioration in the medical system 
and erosion in care for the elderly related to a dismantling of parts of the country’s welfare system, 
effects of which were felt during the 1990s. Although a four-year study involving 577 male and 
female Finnish workers found no change in mean SOC scores between baseline and follow-up 
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measurements (Kivimäki, Feldt, Vahtera, & Nurmi, 2000a), other studies arrived at different 
conclusions. Volanen and colleagues used data from the HeSSup study (identifying it as the largest 
study that charts SOC-13 results) and found SOC levels of 17,271 persons increased over baseline 
levels in all age groups studied over a five-year period (Volanen, Suominen, Lahelma, Koskenvuo, 
& Silventoinen, 2007).  SOC increased with age in both sexes in a study that showed SOC levels in 
an 80-84 age group to be approximately 10 points higher than in an 18-24 age group (K. W. 
Nilsson, Leppert, Simonsson, & Starrin, 2010, p. 348). These researchers concluded ‘that SOC may 
develop over an entire lifetime’ (p. 347). In an even older group, a five-year longitudinal follow-up 
of the Umeå 85+ study found that, among 56 participants with a median age of 86.5 years at the 
start, the median SOC level rose from 70.1 to 73.7 (Lövheim, Graneheim, Jonsén, Strandberg, & 
Lundman, 2013, p. 15). This SOC increase was noted even though (a) most participants had 
experienced, during the study, at least one negative life event and (b) more than half had suffered 
declines in cognitive ability. Interventions, these researchers concluded, may help maintain and 
even strengthen SOC levels in the very elderly. Eriksson and Lindström also reported finding higher 
SOC in older groups, although they suspected a possible correlation with better health in those with 
stronger SOC levels (M. Eriksson & Lindström, 2005, p. 463). 
Considered together, these studies suggest the possibility of finding ways to heighten SOC 
levels in the elderly as a means of enhancing health. 
SOC as a tool for predicting health 
A study of 17,626 persons chosen at random from a Canadian national health survey found 
support for Antonovsky's claim that SOC is a major variable in shaping the health of an individual 
(Wolff & Ratner, 1999). Chronic stress and recent life events, Wolff and Ratner found, affected 
SOC levels, but stressors that occurred before adulthood had larger effects than more recent ones 
(1999, p. 195). Another study found gender-based differences. Results from the first phase of 
Kivimäki and colleagues’ study of Finnish workers in the early 1990s using a six-item version of 
the SOC questionnaire showed ‘the expected causal effect on health’ in the females in their sample 
(444), but not in males (133) (Kivimäki et al., 2000a).  
A study of 828 rheumatoid arthritis patients with a mean age of 56.6 years (Callahan & 
Pincus, 1995) found that those with lower levels of SOC had more difficulty in performing tasks 
associated with daily living, more overall pain, higher levels of learned helplessness, and poorer 
health status. A Swedish study of oral and pharyngeal cancer patients with a median age of 60 
found that those with higher SOC-29 scores had lower somatic anxiety and a better feeling of 
general health. Women had a significantly lower SOC mean (136.5; S.D. 22.4) than men (158.4; 
S.D. 16.9) and expressed more somatic health anxiety (Langius & Lind, 1995). Pallant and Lae’s 
study of 439 community-dwelling Australians correlated well with measures of physical and 
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psychological health and suggested that individuals with high SOC are more likely to adapt to 
stress, increasing their likelihood of positive outcomes while reducing the chance of detrimental 
effects on their health and well-being (Pallant & Lae, 2002). 
A study of 30 healthy adults between the ages of 67 and 89 years who were voluntarily 
changing their places of residence (Lutgendorf, Vitaliano, Tripp-Reimer, Harvey, & Lubaroff, 
1999) found that SOC may affect immune function. Measurements of killer cell activity and other 
somatic indicators of health suggested that those with low SOC appeared to be more likely to have 
lower immune function and may be less able to fend off infectious diseases. Those with high SOC, 
who had more positive moods and fewer negative moods, appeared to be less compromised by the 
stresses of moving. Lutgendorf and colleagues saw these health benefits as support for 
Antonovsky’s theories that high SOC individuals are (a) more likely to appraise difficulties as 
challenges they could manage and (b) more likely to select appropriate coping strategies 
(Antonovsky, 1987). Wells and Kendig, in a study of workers and retirement, found that older 
people with high self-efficacy or high SOC, regardless of whether or not their work/retirement 
situations were changing, were likely to maintain or intensify positive health behaviours and well-
being (Wells & Kendig, 1999).  
The findings of published studies disagree on whether a high SOC is protective against the 
effects of adverse life events; reported results are varied. Volanen and colleagues, in a large study 
mentioned above, found that those with a strong SOC in 1998 were not protected from SOC decline 
when they experienced negative life events prior to follow-up in 2003 (Volanen, Suominen, 
Lahelma, Koskenvuo, & Silventoinen, 2007). Further, a study of 1,012 female Swedish nurses more 
than 30 years of age seemed to agree, reporting no evidence that negative life events had greater 
effect over a period of about 18 months on those with lower SOC than on those with higher SOC 
(Hochwälder & Forsell, 2010).  By contrast, the authors of a study using a three-item SOC 
questionnaire administered at two times to 20,579 men and women between 41 and 80 years of age 
(Surtees, Wainwright, & Khaw, 2006) found support for the hypothesis that SOC provides 
protection in experiences of adverse events; those with strong SOC adapted more rapidly to 
experiences of social adversity than those with a weak SOC. Further, a five-year follow-up study of 
18,525 Finns found that those with high SOC showed much more ‘rank-order stability’ in four age 
groups studied; fluctuations in equilibrium lasted longer for low-SOC people than for those with 
high SOC (Feldt et al., 2010). In what they considered to be support for Antonovsky’s expectation 
that those with high SOC would experience life as being increasingly comprehensible, manageable, 
and meaningful, Feldt and colleagues reported that a vast majority of their participants, 56% to 86% 
depending on age group, increased their SOC levels over time and that those with high and 
increasing SOC experienced the lowest fluctuations of SOC levels in response to adverse events, 
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while the reverse was true of those with low SOC levels (Feldt et al., 2010). The Feldt study also 
seemed to confirm Antonovsky’s hypothesis that a strong sense of coherence would foster 
successful coping with stressors (Antonovsky, 1993b). The ability to maintain SOC levels despite 
stressful events was found to be stronger among those with high SOC levels than among those with 
low levels of SOC (Feldt et al., 2010). 
Although more study is needed, studies thus far lend support, though not unequivocal, to the 
idea that a strong SOC is protective against the effect of negative life events. If this is so, 
Antonovsky’s postulate that SOC is a salutogenic disposition may be involved. Volanen and 
colleagues, Surtees and colleagues, and Hochwälder and Forsell agreed on one point: all three of 
their studies found that a strong SOC seems to allow the experience of life events to be perceived as 
less negative. Perceptions of life as chaotic, unmanageable, and meaningless, Volanen and 
colleagues hypothesised, may lead to ‘self-fulfilling life destinies’ (Volanen et al., 2007). Frenz and 
colleagues, having found an inverse relationship between SOC and perceived stress in a graduate 
student group and two psychotherapy groups in 1993, concluded that, in comparison to persons 
with low SOC, those with high SOC are less likely to experience stimuli as stressors and are, 
therefore, less likely to experience anxiety and depression (Frenz et al., 1993). After adjustments for 
age, initial states of health, initial occupation level, and initial social integration, SOC levels were 
found to be significantly associated, four years after the start of a study of 4,517 persons randomly 
selected from a Finnish population register, with self-assessments of states of health (Suominen, 
Helenius, Blomberg, Uutela, & Koskenvuo, 2001). A salutogenic outlook, then, may contribute to 
health. 
High SOC may be associated with resistance to chronic disease and lower rates of mortality, 
according to a study by Surtees and colleagues of 20,579 people aged 41 to 80 years who were 
participants in the European Prospective Investigation into Cancer (EPIC). This six-year study 
found that a strong SOC was associated with a 30% reduction in mortality from all causes (Surtees, 
Wainwright, Luben, Khaw, & Day, 2003). Later, again analysing data from the EPIC study, these 
researchers found that a strong SOC was associated with a 10% lower rate of mortality due to 
cancer (Surtees, Wainwright, Luben, Khaw, & Day, 2006). Similar results have been found in a 
study of participants in the 1981–1982 Helsinki Heart Study (HHS), a double-blind, five-year, 
randomised primary prevention trial. After adjusting for age, smoking, alcohol consumption, and 
occupation, Poppius and colleagues found that, of 4,405 Finnish middle-aged employed men who 
had participated in the HHS study, those who scored in the lowest one-third of SOC-29 results had 
a higher mortality rate (a 35% higher risk of death) than those in the top one-third of SOC scorers in 
a prospective eight-year follow-up study (Poppius, Tenkanen, Kalimo, & Heinsalmi, 1999).  
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Mental health may also benefit from a high SOC. A 19-year public-register-based 
prospective cohort study of 8,029 Finnish workers aged between 18 and 65 years when data 
collection began in 1986 found that, after controlling for life-style risk factors, a strong SOC at the 
start was associated with a decreased risk of psychiatric disorders of about 40% (Kouvonen et al., 
2010). High SOC scores were found to be negatively related to post-traumatic stress syndrome 
susceptibility in a study of 42 Swedish adults who survived the sinking of a car ferry in icy waters 
off the Swedish coast in 1994 (N.-G. Eriksson & Lundin, 1996, p. 715). Only 135 of more than 900 
passengers aboard the ferry Estonia reached life rafts and survived between three and five hours in 
the cold before rescue. Erikkson and Lundin found that neither age, education, nor gender were 
predictive of early post-traumatic stress reactions (although only 11 of the 42 they studied were 
female and no mention was made of children being among them). These Swedish survivors had an 
average score of 62.4 (SD = 13.0, range 23–83) on a 12-item version of the SOC, with 14 scoring 
below 60, which was used as a cut-off point for high/low SOC. Based on scores on a Post-
Traumatic Symptom Scale (PTSS-10) and an Impact of Event Scale (IES), Erickson and Lundin 
found a statistically significant negative correlation with SOC scores (P < 0.001); those with low 
SOC scores scored significantly higher on both the PTSS-10 and the IES scales than those with 
high SOC scores (Eriksson & Lundin, 1996, p. 713). Therefore, the authors concluded, SOC levels 
can be useful in predicting vulnerability for post-traumatic symptoms. 
Although two studies mentioned above failed to find support for the positive effects of a 
strong SOC in the wake of adverse life events, the bulk of this evidence strongly supports the SOC 
as a tool for predicting the likelihood of good health. From the results of the large-scale Canadian 
national health study that found high SOC to be a major variable in shaping health, to beneficial 
effects associated with high SOC among arthritis and cancer patients, to evidence of protection 
against mental health problems, results of studies from various parts of the world provide reasons to 
consider that Antonovsky was justified in believing that a strong SOC can move one toward the 
‘ease’ end of the ease/dis-ease continuum. A summary statement based on an extensive systematic 
review of SOC research reports published between 1992 and 2003 was provided by Eriksson and 
Lindström, who deduced from longitudinal studies that ‘the SOC questionnaire shows a relatively 
high predictability, both in short term (some months) and long term (some years) perspective’ (M. 
Eriksson & Lindström, 2006, p. 378). For these reasons, I believe, this study is justified in using 
Antonovsky’s ideas as a basis for seeking to learn about the health resources used by 36 Australians 
who lived in comparative good health for as long as 93 years.
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SOC, physical activity, and health 
My second research question concerned both beliefs held by participants about the role of 
PA in regard to health (revealed in the qualitative data of interview transcriptions) and whether PA 
levels (substantiated by this study’s qualitative data) differed for those with high, medium, and low 
SOC scores. My literature search produced a number of studies showing associations between a 
strong SOC and health-enhancing or sustaining behaviours including physical activity. Thompson 
and colleagues in 2003, after reviewing epidemiological and biological plausibility studies, 
concluded that there was ‘conclusive evidence that physical activity reduces the incidence’ of 
coronary artery disease (CAD) (Thompson et al., 2003). A correlation between physical activity and 
higher SOC levels in 610 men and 644 women surveyed was found by Nilsson and colleagues (B. 
Nilsson et al., 2003, p. 300). Further, a study of Finnish health care students in 2003 showed that 
those who engaged in physical exercise more than three times a week had the highest SOC levels 
and those who did so once a month or less had the lowest SOC scores (Kuuppelomäki & Utriainen, 
2003). And, a study of more than 18,000 UK residents found that those with high SOC were less 
likely to be physically inactive (Wainwright et al., 2007). There were other supportive studies as 
well (Binkowska-Bury & Januszewicz, 2010; Read et al., 2005; Söderhamn & Holmgren, 2004; 
Schneider, Driesch, Kruse, Nehen, & Heuft, 2006). 
Researchers into health issues often identify their work as being related to one or the other 
of two categories, ‘psychological and emotional health’ on the one hand and ‘physical health’ on 
the other. This fits with the ‘Cartesian dualism’ of modern culture. Although the dualism frequently 
attributed to Rene Descartes (1596–1650) is intensely debated in philosophical contexts – for an 
example, see ‘Descartes Embodied Psychology: Descartes or Damasios error?’(Kirkeben, 2001) – 
the assumption of a sharp division between mind and body runs through medicine like a ‘geological 
fault’, according to two medical researchers, Mattsson and Mattsson (2002). Results of studies 
concerning health and ageing, or health and physical activity, or health and psychological 
conditions, however, often include some data from spheres other than the one identified as the 
researcher’s main focus. Some SOC studies, furthermore, conceptualise health as being composed 
of social, mental, and physical aspects; for example, Read et al. (2005, p. 246). This avoidance of 
adherence to rigid physical/psychological or body/mind distinctions, according to Mattsson and 
Mattsson, may be appropriate. They point out the usefulness of the word ‘and’ to emphasise 
distinctions, as in ‘dog and cat’, but they recommend another use of that conjunction in 
consideration of body and mind matters: as a link between two elements to form something 
different from each element standing alone, as it is used in ‘gin and tonic’ (Mattsson & Mattsson, 
2002, p. 136). Both uses may be found below. 
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Read and colleagues, from their study of the health resources of 320 persons between the 
ages of 65 and 69, found that those who reported more physical activity had higher SOC totals 
(Read et al., 2005, p. 250). In a 19-year study of Finnish workers who were between the ages of 18 
and 65 when the study began in 1986, exercising as little as once a week was found to be associated 
with a somewhat higher SOC score compared with those who reported exercising less often than 
once a week (Kouvonen et al., 2010).  
Mental health, physical health, and SOC 
It became clear to me early on, however, that ‘health’, as used in published scientific 
literature, is a term that sometimes obscures complexities. While some researchers focus on either 
emotional/psychological health or physical health, studies that seem most helpful to me are those 
that recognise ‘health’ as including both. A Finnish study of 3,403 adults (Hassmén, Koivula, & 
Uutela, 2000), for example, reported that those who exercised at least two times a week to the point 
of breathing harder and perspiring said they had less depression, suppressed anger, cynical distrust, 
and stress. In addition, these active, high-SOC participants perceived themselves to be more fit. 
Often, studies of the benefits of SOC and physical activity focus on psychological or mental health 
improvements and, as noted earlier, there is debate in the literature about whether sufficient 
evidence exists to show an association between high SOC levels and good physical health.  
Pallant and Lae, after studying 439 community-dwelling Australians, suggested that 
individuals with high SOC are more likely to adapt well to stress, thereby reducing the likelihood of 
detrimental effects on their health and well-being (Pallant & Lae, 2002). Cederblad and colleagues, 
in a study of Thai children, parents, and grandparents in 456 families (Cederblad, 
Ruksachatkunakorn, Boripunkul, Intraprasert, & Höök, 2003), found that higher SOC was 
associated with lower levels of psychological distress. Kivimäki and colleagues found low SOC to 
be strongly associated with psychological complaints, including depression and anxiety (Kivimäki, 
Feldt, Vahtera, & Nurmi, 2000b). The weaker the SOC, Eriksson and Lindström concluded after 
their extensive systematic review of the SOC and health, the stronger will be the symptoms of 
depression (M. Eriksson & Lindström, 2006). This finding may be particularly significant for 
Australians 65 years old and older in view of the latest report on the burden of disease and injury in 
this country. Australians 65 years of age and above, 12.8% of total population, accounted for 41.7% 
of disability-adjusted life years (DALYs) in 2003 (S. Begg, Vos, Barker, Stanley, & Lopez, 2007) 
and the leading non-fatal cause of such loss was ‘anxiety and depression’. A review of Australian 
exercise and sports science data by Morgan and colleagues found a strong and complex relationship 
between physical activity and mental health (Morgan, Parker, Alvarez-Jimenez, & Jorm, 2013, p. 
45), an interaction which, they speculate, may be bidirectional. 
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Observing that Eriksson and Lindstrom in 2005 concluded that it was not clear where, on the 
health continuum that Antonovsky described, a coherent view of the world no longer protects one’s 
movement toward the healthful end, Wiesmann and colleagues question the ability of the SOC to 
explain physical health in old age (Wiesmann et al., 2009). They did not find that the SOC had 
statistically significant predictive power for physical health. Biological vulnerabilities, they said, 
were more important. 
Even so, as the Australian burden of disease data indicates (S. Begg et al., 2007), elements 
of health usually considered to be non-physical, such as anxiety and depression, result in increased 
loss of disability-free years of life, a loss that is, surely, physical. A four-year prospective cohort 
study involving 1,286 United States citizens over 71 years of age (Penninx et al., 1998) showed 
depression and depressive symptoms in older persons predict subsequent decline in physical 
performance. Noting that physical function is an integral component of independence and overall 
health status, Penninx and colleagues assert that depression and poor physical function reinforce 
each other ‘causing a progressive downward spiral in the physical and psychological health of older 
persons’ (Penninx et al., 1998, p. 1725).  
Feeling that one is younger than one’s age in years may be near the opposite end of the 
emotional scale from depression, but that feeling, too, may have connections to the physical. Carp 
and Carp – having studied older-adult subjects who experienced the sort of independence that 
requires physical function, including the ability to do much of what they wished to do and the 
ability to care for themselves – found that more than half identified with ‘middle-age’, in preference 
to ‘old, elderly, or aged’ (Carp & Carp, 1981). Those who felt themselves to be younger than their 
chronological ages appeared to be better off in several ways, such as having greater ego strength, 
morale, and self-esteem. In words remarkably similar to terms used to describe persons with high 
SOC levels, Carp and Carp observed that those who described themselves as feeling younger, 
despite having problems, ‘tended to “rise above” their troubles’ (p. 237). A later study of 1,016 
people 18–91 years of age found that, for middle-aged and older persons, feeling younger than 
one’s chronological age was associated with good self-rated health, with extraversion, and with 
openness to experience (Stephan, Demulier, & Terracciano, 2012, p. 878). 
Research on felt or subjective age began half a century ago when, in a study of 219 persons 
over 65 years of age, only 21% of men and 20% of women were found to consider themselves to be 
elderly (Zola, 1962). Many older people feel younger relative to their chronological age, according 
to Kaufman and Elder, and the gap between years lived and ‘felt age’ tends to widen (Kaufman & 
Elder Jr, 2002). Similarly, only 18% of 134 Germans between the ages of 38 and 93 years (mean 
age: 71.6, SD = 9.52) felt as old as their age, with 80% feeling younger (Knoll, Rieckmann, Scholz, 
& Schwarzer, 2004). This discrepancy, they said, was even wider among those over 75 years of age 
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and may have been due to comparisons between experiences of being older and unrealistically 
negative expectations of ageing’s effects. When Wiesmann and colleagues asked 387 persons with a 
mean age of 74 years (SD = 7.58) whether they felt themselves to be older, younger, or the same as 
their chronological age, 47.7% said they felt younger (Wiesmann et al., 2009). The study by 
Stephan and colleagues of persons between the ages of 18 and 91 has suggested that feelings of 
being younger than one’s chronological age are less common among younger people than in those 
in later years of life (Stephan et al., 2012). Perhaps this could help explain the findings of an 
ethnographic study indicating that ageing can be more of a concern for middle-aged people 
observing their parents than for the parents themselves. Not one of five people between the ages of 
69 and 86 years who took part in this study identified themselves as old (Cremin, 1992), although 
they identified occasions when they had, for a time, felt old. By contrast, four of their five families, 
also participants in the study, saw their parents not as becoming old, but as being old: essentially 
and irrevocably different from how they had been earlier in life and in a process of irreversible 
decline (p. 1308). If feeling younger is at least in part a subjective assessment of well-being or 
health, a strong sense of coherence may be an important contributing factor. In a study of 27 men 
and 47 women between the ages of 64 and 94, SOC was found to have played a more important role 
in explaining subjective well-being than did either disability or age (Schneider et al., 2006).  
Further, a strong SOC has been found to be useful in coping with degenerative changes, 
chronic disease susceptibility, and changes in life situations (Söderhamn & Holmgren, 2004). 
Behaviours perceived to promote physical health – eating well, following health recommendations, 
engaging in active leisure activities, and maintaining positive attitudes – were positively correlated 
with strong SOC levels in a recent study of 521 Polish university students (Binkowska-Bury & 
Januszewicz, 2010, p. 148). Langius and Lind found that of 42 oral and pharyngeal cancer patients 
whose SOC-29 scores ranged from 83 to 186, a higher SOC was correlated with lower somatic 
anxiety and a better feeling of general health (Langius & Lind, 1995). High SOC was linked with 
lower somatic anxiety and better feelings of general health in post-operative oral and throat cancer 
patients when researchers sought to learn how serious they perceived their conditions to be; SOC-29 
scores correlated with positive self-evaluations and were better predictors of patients’ sense of well-
being during recovery than the extensiveness of the surgeries they had undergone (Langius & Lind, 
1995).  
Strong associations between SOC and psychological complaints, therefore, seem to be 
associated with physical health as well. The recent study by Read and colleagues of Finns aged 65 
to 69 (Read et al., 2005) contained a sentence that seems to fulfil, for health studies, the intent of 
Mattsson and Mattsson’s suggestion that the use of the conjunction ‘and’ may be appropriately used 
to convey connections beyond those ordinarily expected: ‘The stronger the SOC shown by 
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participants, the healthier they reported themselves along the physical, social, and mental 
dimensions’ (p. 249). 
Self-rated health (SRH) 
A survey question used in the broader study of which my research was a part, the ‘Time of 
Your Life’ study, asked participants to rate their own levels of health by selecting one of these 
choices: poor, fair, good, very good or excellent. Some studies have found that such self-ratings can 
be useful predictors of mortality and at least one asserts that subjective assessments are reliable and 
necessary to evaluations of an individual’s health status. For example, a10-year review of death 
rates among more than 4,000 Brazilians that controlled for objective measures of health found that 
women who rated their health as ‘fair/poor’ had died at a rate seven times greater than that of 
women who had rated their health as ‘very good’ at the start of the study. For men the ‘hazard of 
death’ was four times greater for those with low SRH as opposed to those who had considered 
themselves to be in good health (Guimarães et al., 2012). An earlier United States study that 
showed similar results offered several possible reasons for the effectiveness of self-rated health as a 
predictor of continuation in life, including two factors that seem to be highly consistent with SOC 
theory: (a) the presence or absence of ‘psychosocial resources’ that may affect (b) attentiveness to 
preventive practices and treatments (Idler, Kasl, & Lemke, 1990). Those with high SOC (a 
psychosocial resource), Antonovsky believed, are more likely to make wise health choices 
(including preventative practices and treatments), reaching out for and applying appropriate 
resources (Antonovsky, 1996). Idler and Benyamini subsequently reviewed 27 studies in US and 
international journals and found 23 studies in which self-ratings of health were shown to ‘reliably 
predict survival in populations even when known health risk factors’ had been accounted for (Idler 
& Benyamini, 1997, p. 26). Poor perceptions of health may ‘influence behaviors that subsequently 
affect health status’ and produce non-adherence to good health practices such as seeking treatment 
and following the recommendations of medical practitioners (p. 30). ‘How in general would you 
rate your health?’ is a simple question, Idler and Benyamini acknowledge, but the answers it 
engenders may be derived from complex judgments about the severity of current illnesses, 
awareness of family medical history, and the presence or absence of resources (health resources?) 
external or internal to the patient. SRH, they argue, is ‘an irreplaceable dimension’ without which 
‘an individual’s health status cannot be assessed’ (p. 34). Further support for this view can be found 
in a recent study of 417 heart failure patients in the United States, followed for two years, that found 
that those who had described their general health as fair or poor had higher rates of emergency 
department visits and hospitalizations, compared to those with good-to-excellent self-ratings of 
general health (Chamberlain et al., 2014).  
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These studies from a variety of sources, focused on widely differing groups of individuals, 
offer support to several points of importance to this study. One of the most important is this: a strict 
dichotomy between the physical and the non-physical components of health has little usefulness in 
the attempt to understand the sources of health that have sustained Australians over 65 years of age. 
Physical, social and mental factors are constantly at play in the river of stressful events that 
Antonovsky saw as the natural, life-long environment of each human being. The SOC has been 
shown to be related to mental/emotional health and, whether directly or indirectly, physical health. 
Shaped by the individual’s beliefs about life’s comprehensibility, manageability, and 
meaningfulness, the SOC appears to be related to mental health and its ultimate manifestation in the 
physical, the length of life itself. 
Key elements from this review 
My review of relevant literature allows for the following conclusions on which I structure 
my understanding of Antonovsky and his work as it relates to the health of study participants and 
the resources they drew upon: 
• Antonovsky’s theories are generally supported by the work of subsequent researchers, and 
the SOC scale is widely accepted as being internally consistent, reliable, and stable. His 
expectation that, except for temporary variations influenced by life events, SOC levels 
become fixed in mid-life has not been consistently borne out, however, and there is evidence 
that SOC levels tend to increase in later years.  
• High SOC has been shown to be associated with health, at least in part because, as 
Antonovsky expected, those with high SOC are more likely to make choices supportive of 
health, including the choice to engage in physical activity regularly.  
• Although evidence for correlations between mental health and SOC levels may be stronger 
than for correlations between physical health and SOC levels, support for both has been 
shown. This is not surprising in view of the fact that a central tenet of SOC theory is that 
beliefs have both physical and mental effects; sense of coherence itself results from 
perceptions or interpretations of sense data. The interconnectedness of the physical and the 
mental is demonstrated by studies showing that older people who think of themselves as 
younger than their years are healthier and are perceived by others as more ‘youthful’ than 
those who identify with their chronological age. Another demonstration of mental constructs 
having physical consequences can be found in studies of self-rated health: belief that one’s 
own health is good has been shown to be predictive of longevity, which is to say, of the 
continuation of the physical.  
• While several researchers suggest that the direction of causality in the interaction of SOC 
and health requires further research, the weight of existing evidence supports Antonovsky’s 
 30 
view that, in this reciprocal relationship, SOC has a stronger effect on health than health has 
on SOC levels. 
This review of published literature provided for my study a context within which to 
further evaluate Antonovsky’s ideas in relation to the 36 persons 65 years old and older that 
I interviewed. As some others have observed (for example, Read and colleagues, 2005), 
there are few studies of Antonovsky’s theories in regard to persons in the age range 
considered by this study. Even fewer have focused on the SOC and persons of these age 
levels in Australia. What health resources have sustained these 36? How have SOC levels 
influenced their choices? To what extent has PA played a role in their relatively good 
health? I hope that this thesis will make a contribution to the correction of that deficit in 
Antonovsky studies and the larger consideration of issues pertaining to the individual and 
societal effects of ageing. 
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CHAPTER 3: Methodologies and methods 
By ‘methodologies’ I mean the theories that have guided me in this research and by 
‘methods’ I refer to tools that I have used to obtain, understand, analyse, put into context, and 
communicate information. In this section, I wish to provide the reader with some beliefs I brought 
to my consideration of various potential methodologies for guiding this study.  
Methodologies 
From the beginning, I have recognised that my fundamental goal was knowledge that may 
be useful to my life and to the lives of others. Both Antonovsky’s theories and the framework 
within which they were presented seemed to me to promise the possibility of useful insights into 
how mental and physical health might be acquired and/or maintained. Salutogenesis has provided 
both the over-arching theory with which I have been working and also a focus of study, since I have 
needed to delve as deeply as I could into Antonovsky’s understanding of this approach to health, to 
the concept and measurement of sense of coherence, and to related topics. This attempt at deeper 
understanding, of course, required consideration of positive and negative critiques included in or 
implied by the findings of researchers since his theories were first published in book form in 1979. I 
have received significant assistance with these undertakings from Professor Mikael Quennerstedt of 
Örebro University in Sweden, who is well versed in Antonovsky’s ideas.  
Professor Richard Tinning and Dr Louise McCuaig, both of the School of Human 
Movement & Nutrition Sciences at my university, have helped me find a way through what I 
initially perceived to be a thicket of diverse and competing methodologies, each of which seemed to 
use terms that had (from my perspective) non-ordinary meanings. Google searches provided 
definitions that helped with understanding on one level, but it became clear that most such special 
terms had implications and complexities well understood by practitioners of each methodology, but 
far from obvious to me. Further, I discovered indications of fierce academic battles having been 
fought (or continuing) among champions of various approaches. I feared that, in order to do the 
primarily qualitative work I planned, I would have to adopt one or another of the methodologies I 
was learning about, despite my own reservations. Finally, though, I found an approach that did not 
require me to accept beliefs about which I felt dubious. What follows is a brief review of my path 
toward the methodology that I eventually adopted as being a good fit for my data, for my belief 
system, and for Antonovsky’s theories.  
Beliefs affecting choices of tools 
My search for potential methodologies for this study led me to consider what seemed to be a 
highly regarded contemporary belief structure, post-modernism. The basic contention expressed in 
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the introduction to an influential text in sociology entitled The Social Construction of Reality 
(Berger & Luckmann, 1969), for example, is ‘that reality is socially constructed and that the 
sociology of knowledge must analyse the process in which this occurs’ (p. 13). A argument for the 
‘social construction’ of the experience of reality or one’s understanding of reality might have fit 
well fit well within my belief system, but not the social construction of reality. I had (and have) a 
strong bias toward the idea that if I stepped in front of a speeding bus, the result would not be 
significantly affected by how I had (or my culture had) constructed my concept of ‘bus’. Some of 
those who have studied post-modernist theory more deeply might consider this to be a naïve view of 
social constructionism, but I was approaching these ideas with a beginner’s perspective and 
applying ordinary meanings to the words used. A book by someone who had studied social 
constructionist ideas and what they conveyed to his best post-graduate students (Kitching, 2008) 
was recommended to me by Professor Tinning. Somewhat to my surprise, I found that Kitching’s 
informed view was consistent with my own; he described the primary conclusions of ‘social 
constructivism’ as resulting in a philosophical perspective that is over-simplified and incomplete (p. 
70).  
Kitching’s views were also in keeping with what I’d learned earlier during hours of 
discussion with my late brother, William Stanley Hill, while he was completing his doctoral thesis 
in the philosophy of science (Hill, 1986) on the theory-ladenness of reality, discovery in science, 
and the justification of knowledge claims. Evidence that reality is independent of the knower, Hill 
believed, included the fact that ‘…it frequently surprises me and resists my attempts to deal with it’. 
He wrote:  
I believe that the terms of science refer to real entities in the world. No other assumption is 
compatible with an empiricist interpretation of science, and I believe that the evidence for an 
empirical interpretation of science is overwhelming.... Physical science supplies the 
empirical evidence that (reality’s) contribution to the perceptual process is energy. Physical 
science also supports the argument that thought or theory could not possibly alter or 
generate energy of the sort supplied by the world (Hill, 1986). 
Berger and Luckmann, I discovered, were not attempting, in their book on sociological theory, to do 
what they described as the professional obligation of the philosopher: ‘…to differentiate between 
valid and invalid assertions about the world’ (1966, p. 14). They saw their investigations, on the 
other hand, as needing ‘to deal … with the empirical variety of  “knowledge” in human societies, 
(and) the processes by which any body of “knowledge” comes to be socially established as “reality” 
(emphasis theirs)’. In this way, they ‘exclude from the sociology of knowledge epistemological and 
methodological problems…’ Their use of quotation marks around these key words seems to 
indicate: We don’t mean this in the literal sense.  I perceive this book by Berger and Luckmann, 
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then, to be about the social construction of concepts that have come to be accepted by some or 
perhaps all of us in one or many cultures. Despite its title, it is not about constructing a valid 
perception of the often surprise-supplying universe of energy of which we humans are a part.  
While respect for precise word usage and for science were elements of the discussions my 
brother and I had about knowledge and discovery, we did not limit ourselves to the rational only, 
however, and I believe that he would concur with the views of a writer who, after devoting nearly 
300 pages of a recent book to detailed scientific, mathematical, and philosophical analysis, observed 
that ‘the universe does not function using complex numbers, Newton’s formula, or any other law of 
nature. Rather, the universe works the way it does. It is humans who use the tools they have to 
understand the world’ (Yanofsky, 2013, p. 293). The universe is. It does what it does. Reason and 
science are human-made tools for understanding what it does (or what we perceive that it seems to 
be doing). Why, then, he asked, does a universe that seems so ‘fine-tuned’, contain human beings 
with the intelligence necessary to observe and study it? Such questions, he concluded, can only be 
answered ‘by looking outside the universe’ (p. 294, emphasis his), which is to say, only by answers 
beyond the scope of the conventional tools that we rely upon for understanding reality: observation 
and reason. Then he quotes a prominent scientist’s non-rational, intuitive belief that the universe, 
which is deeply but not completely susceptible to science and reason, seems to have been expecting 
us.  
I cite with approval the views of both my brother and of Yanofsky to acknowledge and call 
attention to my awareness that science and quantitative measures have both virtues and limits. I 
attribute high value to reason and empirical evidence, of course, but I do not believe that only 
empirical evidence derived from reports of sensory experience can produce valid knowledge any 
more than I believe that language and other cultural shapers of our socially-sustained conceptions 
create reality. These and other arguments allowed me, in good conscience, to move away from 
consideration of constructivism as a possible methodology. Subsequently, I have found additional 
sources of support for this decision, including a philosophical review of social constructionism that 
ended with this encouraging paragraph: 
The intuitive view is that there is a way things are that is independent of human 
opinion, and that we are capable of arriving at belief about how things are that is 
objectively reasonable, binding on anyone capable of appreciating the relevant 
evidence regardless of their ideological perspective. Difficult as these notions may 
be, it is a mistake to think that recent philosophy has disclosed any good reasons for 
rejecting them. (Boghossian, 2001) 
Narrative research was among other methodologies toward which Professor Tinning 
directed me and it was the next methodology I considered using. I was pleased that one of the first 
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articles I read on this topic affirmed the value of both quantitative and qualitative research (Randall 
& Phoenix, 2009, p. 136). In their view, both methods gather stories from participants, not histories, 
and neither can be deemed to be more reliable or valid than the other. Having collected both 
qualitative and quantitative data for this study, I welcomed also the recommendations of two other 
writers who see narrative research as a means of providing a more subtle, and therefore more 
complete, picture of ageing and physical activity than can be provided by quantitative research 
alone (Grant & Kluge, 2007, p. 410). Qualitative data is needed, they wrote, to get beyond empirical 
data about the physical body to address ‘the many dimensions of a person including their 
personality; their psychological and emotional make-up; their previous life experiences, beliefs, and 
values; and the effects of the environment on a person's life’ (p. 399).  
Further exploration took me to “Basics of Qualitative Research, Techniques and Procedures 
for Developing Grounded Theory” (Corbin & Strauss, 2008). I found helpful this book’s suggestion 
that qualitative research is an ‘interplay of data and researcher’, and is both inductive and deductive. 
It is inductive in that findings are derived from data, Corbin wrote, and deductive in that ‘concepts 
and linking statements are interpretative’, constructed by the researcher, who is always and 
necessarily influenced by internalised biases, cultural overlays, and preconceptions (p. 326). 
Finally, though, I found what I considered to be the best fit for my data and beliefs in 
thematic analysis (Braun & Clarke, 2006), an analytic method described by Braun and Clarke as 
being ‘poorly demarcated and rarely acknowledged’, but widely used. (A paper published by 
Griffiths, Ryan, and Foster in 2010 is one such use applied to SOC research.) Qualitative analytic 
methods, according to Braun and Clarke, can be divided into two general camps, one of which 
contains methods ‘tied to, or stemming from, a particular theoretical or epistemological position’ 
(2006, p. 78). Among these, they wrote, are conversational analysis, interpretive phenomenological 
analysis, discourse analysis, and narrative analysis (and, in my view, all the various forms of social 
constructionism that I encountered). In the second camp Braun and Clarke identified methods, 
including thematic analysis, ‘that are essentially independent of theory and epistemology, and can 
be applied across a range of theoretical and epistemological approaches’ (emphasis theirs). They 
describe thematic analysis as an approach that provides research tools capable of allowing for a rich 
and detailed, yet complex, account of data’ (p. 78). This struck me as a powerful recommendation.  
This explication of my path of exploration through methodologies that I considered using is 
meant to offer indications of why I have adopted thematic analysis as the methodology that best fits 
my worldview or beliefs. The method of analysis chosen, according to Braun and Clarke, should be 
determined by the research question and the researcher’s theoretical assumptions (p. 87). My 
theoretical assumptions, which seem to me to be a good fit for thematic analysis, include the 
following: 
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• There is a ‘real’ world, ‘a way things are’ that is not dependent on or shaped by human opinions 
or beliefs. We find ourselves surprised at times by sensory inputs from the world around us, up 
to and including those that lead to paradigm shifts as profound as Einstein’s reassessment of 
Newtonian concepts. 
• Observation techniques traceable back to sensory perception by way of mental tools, reason and 
logic, and technologies developed through the use of those tools and perceptions, provide (at 
least until the next revolution in scientific understanding) reliable information that is both useful 
and, ultimately, limited. 
• Additional useful information or knowledge can be derived from other-than-rational sources 
that cannot be fully described, but are often referred to as intuition. 
• The choices we make in living and the theories and beliefs by which we guide those choices are 
always theory-laden (never free of pre-conceived notions or impressions) and are influenced by 
our values, perceptions, and thought processes. 
• As each person grows from infancy toward adulthood and beyond, she or he constructs a sense 
of ‘the world’ and an ongoing, changing narrative about her or his place in that world. 
• Interviewers and those being interviewed attempt to understand each other from the vantage 
points of particular worldviews, internalised narratives, aided by commonalities of experience 
(including culture and its significant component, language), knowledge, and beliefs. 
• These views do not require an understanding of meaning as entirely relative; some beliefs are 
empirically testable and some are susceptible to being found reasonable or not reasonable. 
• Further, it is always appropriate to consider whether or not a belief, theory, or practice is useful, 
conducive to potentially positive effects. 
These theoretical assumptions undergird my research approach and have led me to thematic 
analysis as a methodology. Braun and Clarke sum up their discussion of thematic analysis by saying 
that it involves searching across a data set for repeated patterns leading to an account of ‘what was 
done and why’ (p. 86). 
These theoretical assumptions have also provided a basis for my choices of tools, or 
methods. I find thematic analysis to be suitable for the investigation of my primary research 
question about what health resources have been helpful to participants in this study. The most basic 
of my assumptions pertinent to methods may be this: participants in this study reflected on events in 
their lives and faithfully expressed their beliefs about those events. For this study, the verbatim 
transcriptions of what participants said provides significant and potentially useful data. Researchers 
in fields as diverse as economics (Wolf, 1970) and neuropsychology (Woocher, 1977) have written 
about the malleability of human memory, recognising that what is recalled should not be taken as 
literally true and complete reports of what transpired earlier. However, given that participants in this 
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study had no discernible reasons to fabricate events that they did not believe had happened in their 
lives or to state beliefs they did not hold to be true (with the exception of social desirability bias, 
which I will discuss shortly), I find it is reasonable to accept at face value, in the absence of 
contrary indications, that they told their stories as they believed them to be. And it is, after all, what 
people believed that was the focus of Antonovsky’s theories of how the sense of coherence is 
formed and how it influences health. Thematic analysis is, therefore, particularly well suited to this 
study. 
Two caveats are necessary. One is that persons interviewed may have chosen to give 
answers they thought likely to impress or please the interviewer. One of my tasks was to be alert to 
indications of this ‘social desirability bias’ by examining each individual’s transcript for 
consistency. Having data from the survey and accelerometer readings allowed for additional ways 
of verifying claims made during interviews.  
The second caveat is that I, of course, brought my own biases and assumptions, my own 
inner narrative and worldview, to each interview session. One writer (Fine, 1992) describes some of 
the (in my view, inevitable) choices required by this work, saying that qualitative social scientists 
‘edit before, during (in survey design, sampling, questions asked and not asked), and after (in 
analytical strategies pursued and not pursued) they collect data’ (p. 218). The problem, Fine 
concludes, is not that qualitative research ‘involves a delicate tailoring of texts’, but that ‘so few 
researchers reveal how we do this work’ (emphasis hers). Braun and Clarke stress the need to 
recognise such decisions as decisions and to acknowledge them (Braun & Clarke, 2006, p. 80).  
To counter as best I could the effects of my own biases, I have taken several steps. One was 
member checking, asking participants to review transcriptions of their interviews for errors of fact 
or interpretation. I have asked a colleague to check the accuracy of my transcriptions from digital 
recordings. And I have described explicitly, insofar as it seemed relevant to my functioning as a 
researcher, my personal inner narrative. This included attending to my feelings about what I was 
told; many of the narratives I heard touched the part of my being that is drawn to help, counsel, or 
comfort. As a researcher, I suppressed those feelings while seeking to allow, in my expression and 
tone of voice, empathetic responses. While this can present a narrow ethical line, my earlier years of 
experience as a pastoral counsellor, I believe, helped me to walk it with some success. 
The importance of listening to, understanding, and making use of what people say about 
their health was affirmed in an opinion piece published recently in the New York Times by a 
psychiatrist who believes medical doctors now function in ‘an era in which a narrow, demanding 
version of evidence-based medicine prevails’ (Kramer, 2014). A ‘manifesto’ in the Journal of the 
American Medical Association in 1992, he wrote, ‘proclaimed a new era that would see near-
exclusive reliance on systematic clinical research’. Such research, Kramer argues, reduces 
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information about people and needs the addition of storytelling, ‘to set us in the clinical moment, 
remind us of the variety of human experience and enrich our judgment’ (Kramer, 2014). A similar 
need in public health studies is filled by qualitative research focused on acquiring, analysing, and 
accurately conveying the stories of older persons. The need to go beyond the pathogenic paradigm 
seems no less imperative today than it was when Antonovsky began talking about and writing about 
the more inclusive paradigm he called salutogenesis. 
Methods 
In this section, I will discuss tools that I have used to obtain, analyse, understand, put into 
Data collection 
As was noted earlier, the ‘Time of Your Life’ study was a joint effort that I undertook with 
two colleagues at the University of Queensland. We gathered data that was both quantitative and 
qualitative. All three researchers had free access to all the results. The focus of my colleagues’ work 
was primarily on data from accelerometer readings, while mine was on interviews and results from 
the SOC-13. For details on how the quantitative data was analysed, please see their paper on 
ActiGraph GT3X+ cut-points (Aguilar-Farías, Brown, & Peeters, 2014) and their paper on the 
validity of self-report measures (Aguilar-Farías, Brown, Olds, & Peeters, 2014). Their data included 
most or all of the 36 participants included in my analysis along with data from some participants 
that I did not interview. (The term ‘cut-points’, in this instance, refers to the point at which a 
measurement is considered to be of sufficient duration to have value as data.) 
Participant selection 
After attaining approval from the Behavioural & Social Sciences Ethical Review Committee 
of the University of Queensland, Brisbane, Australia, several strategies for recruitment were used 
for ‘The Time of Your Life Study’. These strategies included the posting of flyers at senior centres, 
churches, gyms, and social clubs. We spoke during luncheons at bowls clubs near the university and 
asked people to volunteer for our study. Emails asking for referrals were sent to staff members of 
the University of Queensland. Some participants were recruited through personal contacts. 
Eligibility criteria included being at least 65 years of age, being able to walk without another 
person’s assistance, having no severe memory problems, and living in the greater Brisbane area of 
Australia. (Discussion of the age-range choice will follow, in the ‘Strategic decisions’ section.) 
After several months, we determined that we were getting little new empirical data from new 
participants and deemed that the numbers recruited were sufficient.   
Gathering data 
One colleague and I travelled together to participants’ residences after making appointments 
for an initial visit and a follow-up visit eight days later. All participants signed an informed consent 
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form at the start of the first visit. During that visit participants filled out an interviewer-administered 
questionnaire that had been constructed by Peeters and Hill (see Appendix A) that asked whether 
they had been diagnosed with any of 12 diseases or conditions during the previous 12 months and 
whether they had, during the previous two weeks, experienced any of nine physical problems. They 
were also asked to fill out a survey which asked them, among other things, to rate their health as 
poor, fair, good, very good, or excellent. We collected the questionnaires and my colleague entered 
the demographic and health-related data into a database to which all three researchers had access. 
During this visit, participants were given a logbook in which to note activities related to 
physical activity (PA), and written instructions on the use of accelerometers. Each participant was 
fitted with two accelerometers, an ActivPAL378 TM and ActiGraph GT3X+ TM. Participants were 
also given oral instructions on wearing the accelerometers and keeping the logbook over the 
subsequent seven days. During this visit I obtained permission to record the responses of 
participants to several questions concerning stressful events they had experienced (a) during the 
previous five years and (b) during their lives before that period. 
During the second home visit, we collected the accelerometers and logbooks and quizzed the 
participants about their use of them. In order to get data on the relationship between the sense of 
coherence of participants, their health, and their PA, I gave participants a printed copy of the SOC-
13 and asked them to mark their responses on the 1-to-7 scale for each item (see Appendix B). I 
chose to use the SOC-13 because it took less time to fill out and because of studies affirming the 
equal reliability of the SOC-29 and SOC-13, including one that drew upon demographic, clinical, 
and psychological measures (Callahan & Pincus, 1995). 
Appended to the SOC-13 were two additional items, each of which asked participants to 
read a sentence and choose, from two possible endings, the one that most clearly reflected their 
views. Following the pattern of the SOC-13, each of these two items provided a 1–7 range. The first 
statement was: ‘Up to now, I have adapted to or managed changes in life…’. The ‘1’ choice was 
‘not well’ and the ‘7’ choice was ‘well’. The second statement was: ‘Thinking of the next 12 
months, I expect my life will bring…’. The ‘1’ choice was ‘more changes than I can adapt to or 
manage’ and the ‘7’ choice was ‘no changes that I can’t adapt to or manage’. These are included in 
Appendix B, at the end of the SOC-13, as they appeared on the printed material. 
Accelerometer data collection and analysis 
The collected accelerometer data provided information concerning the relationship between 
the sense of coherence of participants, their health, and their PA. One measurement provided by the 
accelerometers used in this study was steps taken per day. Another was time spent engaged in PA at 
different levels of intensity. To evaluate the relative intensities of the physical activity of 
participants in the ‘Time of Your Life’ study, my colleagues and I used metabolic equivalent (MET) 
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values, a coding scheme that provides estimates of energy expenditure levels for various physical 
activities (Ainsworth et al., 2011). One MET was defined as being equivalent to the energy, as 
measured by oxygen uptake, normally used by a person sitting quietly. Sedentary behaviour was 
defined as any sitting or lying that required less than one metabolic unit of energy. Light PA was 
the term used for movement requiring < 3 METs, which could include work at a desk or slow 
walking at rates of up to 4 km/h (2.5 mph). Moderate PA was the label given movement using 
3-6 METs, which could include walking at rates of up to 5.5 km/h (3.4 mph) or bike riding at rates 
of < 16 km/h (< 10 mph). Vigorous physical activity (VPA) was the term applied to movement 
using > 6 METs, including jogging, intense push-ups or sit-ups, and rope jumping.  
The combination of two accelerometers, activity log books, and interview questions asking 
for recall of at least one day’s activities provided an unusually rich source of information about 
physical movement with which to supplement or clarify comments made by participants during the 
interviews I conducted. These quantitative data were particularly helpful in determining differences 
in PA levels of those in different categories of SOC levels, both over-all and by SOC components. 
These data were, therefore, helpful in my attempts to answer my first research question. 
Interviews 
Qualitative data collected were more useful in answering my second research question, 
which concerned the roles participants perceived PA to have had on their health. Interviews in this 
study were semi-structured: 36 participants were asked to recall difficulties they had experienced 
during two periods, the previous five years and the time prior to the last five years. About their 
recollection of recent and of earlier memories, participants were read these questions: 'What was 
involved? Did physical activities help or hinder you? Did you have help from others that made a 
difference? Did you find that you had internal resources that made a difference?' 
Subsequently, questions not previously planned were asked to encourage deeper 
recollections or to clarify stories told. Care was taken to avoid ‘leading’ or suggestive questions. 
The interviews were digitally recorded and later transcribed verbatim. These transcriptions included 
non-verbal vocalisations, not-completed statements, and observations from my notes about 
expressions of emotions such as sighs and laughter. Another academic familiar with qualitative 
work spot-checked the accuracy of my transcriptions. To lessen the risk of bias influencing my 
understanding of what I heard on the digital recordings, all the interviews were transcribed before 
the SOC-13 was scored for each participant. Anonymity was promised to each participant. In the 
transcriptions, pseudonyms randomly chosen from lists of popular baby names were given to all 
participants. Other names of people and places were changed to avoid the risk of details identifying 
individual participants. Copies of transcriptions were sent to participants for their review and 
response along with a request for the correction of any errors found. No errors were reported. 
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Empathy and ethics 
Having spent much of my life in the United States serving as a minister in Unitarian 
Universalist congregations and as a part of that liberal-religious denomination’s headquarters staff, I 
brought to this research project some training and experience as a counsellor able to make 
preliminary judgments about emotional stability and participants’ suitability for interviews. No 
negative judgments were required, however, and I believe the main way my previous training and 
experience assisted me was in establishing rapport with those I interviewed. All of those in this 
study appeared competent and most, though not all, seemed willing to speak about difficulties they 
had faced and how they had got past them.  
Some of the stories I heard were affecting and a few might have led me in the direction of 
asking questions and offering advice if I had been in the role of a pastoral counsellor. However, 
functioning as a researcher, I avoided doing so. My relationship with participants was less difficult 
than that described by a nurse who interviewed low-income women in a study of prenatal care: 
‘Situations in which the women clearly needed information presented ethical dilemmas for me. I 
had established my role as a researcher yet felt a professional obligation to provide assistance’ 
(Sword, 1999, p. 274). About halfway through her data collection, Sword said, she began to 
disclose more about herself as a woman and mother and to provide information when needed about 
infant care, breast-feeding, and community services.  
Alston and Bowles, in a guide to research methods for social workers, observed that the 
demonstration of empathy can allow participants to feel ‘heard, accepted and understood’ and can 
be ‘vital’ to the research process (Alston & Bowles, 2003, p. 118). Three researchers who reported 
employing both empathy and judicious self-disclosure were involved in a five-year follow-up study 
of methadone maintenance program clients (Watson, Irwin, & Michalske, 1991). ‘Our role as 
researchers did not exempt us from feeling empathy’, they said, ‘and (empathy) went a long way 
toward allowing our respondents to see us as real people living in the real world who could relate to 
them as human beings’ (1991, p. 310). In such a longitudinal study, they concluded, complete 
neutrality is impossible and ‘discriminating empathy’ was required. 
Reports from these researchers called to my awareness the fact that mine was in some ways 
a relatively uncomplicated project. I did not have information desperately needed by those in my 
study, as was the case with Sword as she was gathering data. Mine was not a longitudinal study 
involving years of periodic meetings with participants undergoing the stresses of drug addiction and 
recovery; I met with most participants on only two occasions and with none on more than three. 
Without having to reveal personal details about my own life, I felt and displayed empathy during 
interviews while avoiding complications or ethical difficulties. 
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Empathy is ‘a complex skill’, according to Alston and Bowles, one that includes the 
researcher’s own characteristics such as age, gender, socio-economic status, and learned 
communications skill (2003, p. 118). Perhaps my gender was sometimes a positive and sometimes a 
negative factor in regard to building rapport with these participants, two-thirds of whom were 
female. The fact that I was within their age range may have inclined some to expect me to easily 
understand their difficulties. I did not attempt to mask or withhold the empathy I felt on many 
occasions as I listened to recollections of personal difficulties, some of which included tragedies. 
With Gair, I trusted that through shared humanity, empathy can take a researcher to ‘a place of deep 
listening’ (Gair, 2012, p. 141). 
Strategic decisions 
Three strategic decisions have guided my attempts in this thesis to identify sources of health 
that have contributed to the positions occupied by 36 Australians on Antonovsky’s ‘ease/dis-ease’ 
continuum.  
One decision was to consider data for groups of participants, rather than attempting to make 
comparisons between individuals. Although Antonovsky believed that the sense of coherence of an 
adult is ‘a deeply-rooted, stable dispositional orientation for a person’, he also suggested that life 
events can cause ‘temporary changes, fluctuations around a mean’ (Antonovsky, 1987, p. 124). An 
individual’s score on the SOC instruments may well vary, therefore, from time to time. Some of the 
36 persons to whom I administered the SOC-13 questionnaire may have responded during an 
atypical day because of recent positive or negative events, making their scores undependable as 
indications of basic life orientations. Antonovsky, however, found it useful to study the SOC scores 
of groups of persons, often comparing those with high scores to those with low scores. For example, 
in writing about the results of a pilot-project study of 55 participants whom he deemed to have been 
coping at a high level despite having undergone traumas (see p. 22), Antonovsky (1987) said that 16 
with the strongest SOC referred to areas of life that they cared deeply about and that ‘made sense’ 
to them, in both cognitive and emotional terms. By contrast, 11 who had weak SOC levels, he said, 
only grudgingly admitted that anything mattered or was important in any sense other than being 
‘unwelcome demands they would much rather do without’ (p. 18).  
A second decision intended to further understanding of the health resources that have helped 
these participants live as long and healthfully as they have was dictated by what I perceived to be 
the most fruitful way of finding similarities and differences between participants. Rather than 
considering only overall scores in top, middle, and low SOC categories, I also examined results 
from analysis of responses to SOC-13 items identified by Antonovsky as being related to each of 
the three components: C, ME, and MA. Others have found the study of component scores provided 
insights that would have been missed in consideration of overall SOC totals alone (Söderhamn & 
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Holmgren, 2004; M. Eriksson & Lindström, 2006a; Cowlishaw, Niele, Teshuva, Browning, & 
Kendig, 2012; Mayer, 2011 Kulmala & Pakkala, 2012)). Data in this study analysed in relation to 
the components of the SOC also produced additional information. 
As this study was being conceived, a third strategic decision was made. We chose to 
consider persons who were 65 years old and older. This decision led to our ‘lumping a large group 
of individuals … together and calling them the elderly’ (Maddox, 1985) despite the likelihood of 
‘significant differences in the capacities, impairments, and needs’ within such an age span. Using 
this age span leaves one open to the charge of stereotyping and fostering ‘the misconception of 
homogeneity after 65’ (Young, 1997, p. 1841) when in fact, Young says, ‘Some elderly people have 
exceedingly limited physical abilities; others are capable of performances that are better than those 
of many young adults’ (1997). An alternative in fashion at the time he was writing, Maddox noted, 
was the practice of describing those 55–75 years old as ‘young old’, those 75–84 as ‘the old’, and 
those 85 and over as the ‘very old’. Even this method of distinguishing between individuals, he 
said, left a last category so ‘shockingly large and increasing’ that he felt researchers would still need 
to deal with this question: ‘Which elderly’ (1985)? In 1965 Neugarten and colleagues had found 
that 75% of men (N = 50) and 57% of women (N = 43) said that a man becomes old between 65 
and 75 years of age. More than 80% of the same respondents said that a woman becomes old 
between 60 and 75 years of age (Neugarten, Moore, & Lowe, 1965). Three decades later, Kaufman 
and Elder reported a consensus among people of all adult age groups that the average man or 
woman becomes ‘old’ at around 74 or 75 (Kaufman & Elder Jr, 2002). It may be, however, that 
birthdays do not matter much. In a study mentioned earlier (Carp & Carp, 1981), two samples of 
older adults were asked about their subjective age, and people who knew them were asked to assess 
the youth-associated characteristics of those persons. Carp and Carp found a ‘lack of relationship 
between the chronological age and identification with the old’ and concluded that ‘the passage of 
time since birth is essentially irrelevant’ (1981). 
One justification for studying those ≥ 65 years old as a group is that this age range is used in 
the national data reports of many countries, including the United States (Ruchlin & Lachs, 1999) 
and Australia (Australian Bureau of Statistics, 1999). Also, differences between cohorts may be 
more important in the sort of intervention studies Maddox wrote about than in this present study, 
which is concerned with the health resources of individuals independent of their positioning in the 
age range. The youngest participant in my study was 65 and the oldest was 93. Most judged 
themselves to be in good health. Regardless of the degree of good health they claimed and whether 
or not they considered themselves to be old, my goal was to learn about the health resources that 
sustained the 36 Australians in this study. 
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Selection of themes 
Griffiths and colleagues applied thematic analysis to SOC theory and found 15 themes they 
labelled a priori, as having come from deduction rather than observation (Griffiths et al., 2010, p. 
170). Their subsequent analysis of coded data from surveys and interviews of 20 mental-health 
service users in the UK found data related to each of those 15 themes, indicating, they said, that 
‘SOC theory maps effectively onto transcripts of people describing how they deal with problems 
they face in life’. In addition, they identified these ‘emergent themes’: hope, persistence, keeping 
things in the right proportion, self-awareness, and ‘acceptance as a coping strategy’. These 
‘emergent general resistance resources’, according to Griffiths and colleagues, provide a deeper 
understanding of the mechanisms and resources involved in the SOC concept and affirm the 
possibility of identifying cognitive strategies for coping that serve as GRRs (p. 170). Theirs was a 
psychologically-oriented study focused on persons who had sought help for emotional or 
mental issues, so their categories necessarily differed from my study of 36 community-
dwelling Australians with no defined health issues in common. 
The combination of my primary research questions, follow-up questions, and Antonovsky’s 
theories about the SOC and sources of health or GRRs made some thematic categories obvious. 
Anything a participant described as a source of help in regard to a stressful circumstance, whether 
from within the self or from elsewhere, was noted and considered for compilation as part of a 
theme. Potential themes suggested by the content of Antonovsky’s ideas about sources of health and 
anticipated from the beginning of the analysis included: 
(1) Physical activity   
(2) Finding structure and predictability in life 
(3) Having an understanding of events, self, and others 
(4) Having strategies for living through stresses 
(5) Social support from family 
(6) Social support from friends, neighbours, members of groups 
(7) Belief that life is worth the time and effort it requires 
(8) Belief in one’s own health (SRH)  
(9) Finding meaning in religious faith 
(10) Finding meaning in non-religious, secular faith 
(11) Philosophical beliefs 
(12) Positive expectations, including hopefulness 
(13) Positive assessments of past life events 
(14) Acceptance of personal responsibility 
(15) Persistence 
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An additional source of health was self confidence or self-reliance based on earlier 
experiences. Another, which will be discussed in detail below, was the confidence-enhancing 
effects of employment outside the home. Some participant statements were about negative 
influences on the SOC. I refer to these as ‘detriments’ and they included conflict with others; 
feelings of guilt based on interactions with family members; worry about the future financial 
situation of one’s self or one’s children; the stress of caring for ill partners (alcoholism, dementia); 
the loss of others to death, especially the loss of children; painful memories about participation in 
sport and other forms of physical activity; and fear of diminished capacities, both physical and 
mental. 
Analysis of interview transcripts required many re-readings, reviews of notes, checking of 
transcripts in instances where I had initially been uncertain of garbled or low-volume enunciations, 
and, of course, the categorisation of comments made by the participants. I began my analysis 
process by considering the use of NVivo (Copyright © 2011 QSR International Pty Ltd), but I 
decided against doing so because a majority of the nodes or categories into which I wished to 
arrange data were, as were those of Griffiths and colleagues, a priori, deduced from Antonovsky 
theory. A reviewer of the NVivo program succinctly described the process I used: 
The process used for qualitative data analysis is the same for hand coding or using a 
computer: the inquirer identifies the text segment or image segment, assigns a code label, 
searches through the database for all text segments that have the same code, and develops a 
printout of these text segments… (Creswell, 2013) 
Given the clarity of the codes and the plan I wanted to use, I decided NVivo was an 
unnecessary complication. The difficulty I confronted with this data had to do with deciding which 
of the components each comment was most related to and, as Creswell noted, this computer 
program could not help with that. Scrivener (Copyright © Literature and Latte, 2005–2013, ver. 
2.6), Tinderbox (Copyright © Eastgate Systems, Inc., 2010), and TextWrangler (Copyright © Bare 
Bones Software, ver. 4.5.9) were useful, however, in analysing Word documents and PDFs from 
literature searches. Scrivener helped with the organisation of my findings in the writing process. 
In deciding which items of interview data for the Chapter 5 discussion of scores on 
component parts of the SOC were more related to C, ME, or MA, I referred to three ways in which 
Antonovsky defined comprehensibility, meaningfulness, and manageability (Antonovsky, 1987) 
and to brief characterisations of Naaldenberg and colleagues (Naaldenberg et al., 2012).  
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Defining the three components of the SOC 
Source Comprehensibility Meaningfulness Manageability 
Understanding the 
Mystery of Health, 
Antonovsky, 1987, 
p. 50, p. 56, p. 59 
belief that ‘events 
are, or at least can 
become, ordered & 
understandable’ 
belief that ‘the 
intended outcome 
of a given behavior 
is of value to one’ 
belief that ‘one can 
successfully 
perform (a needed) 
behavior’ 
Understanding the 
Mystery of Health, 
Antonovsky, 1987, 
p. 16, p. 18, p. 17 
‘the extent to which 
one perceives the 
stimuli that 
confront one … as 
making cognitive 
sense’ 
‘the extent to which 
one feels that life 
makes sense 
emotionally’ (‘the 
motivational 
element’) 
‘the extent to which 
one perceives that 
resources are at 
one’s disposal 
which are adequate 
to meet the 
demands posed by 
the stimuli that 
bombard one’ 
From a 1993 
speech, 
Antonovsky, 1996 
A person with a 
strong SOC will 
‘believe that the 
challenge is 
understood’ 
A person with a 
strong SOC will 
‘wish to, be 
motivated to, cope’ 
A person with a 
strong SOC will 
‘believe that 
resources to cope 
are available’ 
Naaldenberg et al. 
(2012b) 
‘the cognitive 
component 
‘the emotional 
component’ 
‘the instrumental 
component’ 
 
Since these categories must be applied to the complexities of human experience, of course, 
subjectivity comes into play in the process of deciding which category most closely fits the details 
of a particular story. Relative scores on the C, ME, and MA items may be helpful in assessing 
which component was most strongly influenced by a particular health resource recalled by a 
participant, but there is a further complexity: it is logical to assume that a health resource may be 
strengthening to more than one component. The stories of Benjamin and Jackson may illustrate this 
conjecture. 
Benjamin, a young man when he was diagnosed with cerebral palsy, said that he used PA as 
a means of slowing the progression of the disease. Since he made no mention of expecting PA to 
cure the disease, it seems likely to me that PA was most directly a source of health in regard to the 
sense of comprehensibility in his life, not managing it. Benjamin’s strong SOC may have provided 
two benefits: allowing him to believe that he understood the challenge of the ailment and allowing 
him to find a tool, physical activity, to make his life somewhat more ‘ordered and understandable’. 
His score of 32 on the C-related items placed him in the top third of scorers.  
Jackson, on the other hand, when he was faced with a health crisis that he believed medical 
science was not able to solve, decided on a PA regime to strengthen a key muscle, applied that 
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regime, and became more healthy. He believed that PA was a resource at his disposal ‘adequate to 
meet the demands posed’ by his ailment, asserting later that PA had cured his problem. This was, in 
my view, a use of PA likely to have to strengthened Jackson’s sense of life’s manageability. 
Nevertheless, Jackson’s MA score was five points lower than Benjamin’s at 22, and placed him in 
the mid-level of these scorers. In addition to being in the top third of comprehensibility scorers, 
Benjamin was in the top level of manageability scorers. In regard to comprehensibility, Jackson was 
only one point lower than Benjamin in the C-score ranking,. This seemed, at first, puzzling to me. 
My initial understanding of their stories led me to expect Benjamin to be much higher on 
comprehensibility and Jackson much higher on manageability. Further, on meaningfulness, Jackson 
was in the mid-third, only one point below the topmost level while Benjamin was in the lowest 
third.  
A re-consideration of the data offered possible explanations. The source of Benjamin’s high 
MA score may have been his success in bike racing, weight lifting, and other PA activities he began 
as a means of slowing down his disease, which, it appears, they accomplished. They may have had 
another effect, however, demonstrating to Benjamin that his efforts could yield other significant 
results that he had not anticipated. He had become a long-distance bike racer and he spoke with 
pride of having been able at one point to lift above his head weights greater than his own body 
weight. These accomplishments may have strengthened his sense of the manageability of his life. 
Nevertheless, the course of the degenerative disease continued to have its effect. When Benjamin 
completed the SOC-13, he was a widower living alone and he needed assistance to leave his flat. 
These facts may have influenced negatively his sense of life as making sense emotionally. Jackson, 
at about the same time, was living with his wife and feeling that he had been useful in the previous 
year by renovating two houses belonging to a daughter. Both this PA-intensive work and his family 
connections may have contributed to his sense that intended outcomes of his behaviour were of 
emotional value, thereby strengthening his sense of meaningfulness. 
A tentative conclusion: Sources of health contribute to overall SOC through one, two, or all 
three of the SOC components. Attaining clarity about which component benefitted most from a 
source of health can be difficult. 
The researcher doing this research 
I wrote the following paragraph in 2008 and included it in my application for post-graduate 
study: 
I find Aaron Antonovsky’s ideas interesting in part because they offer me a possible 
explanation for why, at 71 years of age, I seem to be healthier than so many of my 
contemporaries. My body has aged, but I have avoided many of the aches, pains, and 
maladies experienced by persons I know who are about my age or even younger. I’ve never 
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been an accomplished athlete, but my stamina is still sufficient for a couple of 10-mile pedal 
-bike rides per week that include some steep Brisbane hills. Recent objective tests found me 
to be fit. Further, I perceive myself as having been blessed with what Antonovsky termed a 
strong sense of coherence (SOC).  
As was the case at that time, I am grateful for what I consider to be above-normal good 
fortune despite having developed a mild case of arthritis in one knee. Two of my younger brothers 
are already dead because of physical problems. My best friend from high school died this year after 
having been bed-ridden for nearly 30 months. I wondered if Antonovsky’s ideas might help in 
understanding how my brothers and friend might have had better health. In this study, however, I 
follow Antonovsky’s lead, believing that there is value in focusing on why so many of us are so 
healthy so much of the time. Many of the older Australians interviewed for this study spoke of 
having endured great difficulties and of experiencing health deficits, but – unlike two of my 
brothers and my friend – most of them were moving through their later years with energy and 
vibrancy.  
According to Antonovsky (1987), a person with a strong SOC is likely to be inclined toward 
health choices that are capable of moving her or him toward the healthful end of the ease/dis-ease 
spectrum (p. 184). Although I have not always been as physically active as I am now, some of my 
choices and life situations may have contributed to health. I participated in low-contact sports such 
as basketball, baseball, and tennis, and did manual labour on a farm as child and youth. I was never 
addicted to nicotine, alcohol, or other physically harmful drugs. I have benefitted from good health 
care and supplemented my vegetarian diet with vitamins and minerals. And I have been in an 
emotionally rich and stable relationship for more than two decades. 
I call attention here to my age and situation in life to take note of the fact that I do not 
approach this study as a disinterested observer free of bias. No one does, of course (Bogdan & 
Biklen, 1982), but I may bring to this research special strengths and weaknesses as a member of the 
age cohort that I am studying. If what I have said sounds boastful, please note that, while I perceive 
myself to be a healthy person with a strong SOC, I believe that the foundations of my ‘successful 
ageing’ were not in my own efforts or insights, but were rooted in the happenstance of having been 
born, in the midst of a large extended family, to young, healthy, and loving parents. However, 
emotional closeness, ‘the extent to which one felt consistent emotional bonds and a sense of 
belonging’, was not found by Shifra Sagy and Helen Antonovsky to be a statistically significant 
part of the development of the SOC of children in the family context (Sagy & Antonovsky, 2000). 
They considered four types of experiences in the life recollections of 89 retirees who were 
interviewed at length. Three childhood experiences they found to be not relevant to the early 
development of a strong SOC were consistency, load balance, and emotional closeness. The only 
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experience found to be relevant to SOC development was participation in outcomes, defined as 
feeling that one had an important role in deciding one’s own fate and was not at the mercy of the 
whims of others. In at least one way, I had that feeling. I decided in my teen years that I wanted to 
go to college (university), was encouraged to do so by my parents, left home the morning after my 
secondary school graduation, and was able to live with relatives in a college town while supporting 
myself with summer and part-time work. State school tuition for tertiary education in the United 
States was, in those days, mercifully low, as were, thanks to my relatives, my living costs.  
Regardless of its origin, a strong SOC seems to compound like interest in a savings account, 
providing a rich-get-richer effect over time. Success in overcoming a stressor and resolving tension, 
according to Antonovsky (1979), ‘is a life experience that in turn reinforces the sense of coherence’ 
(p. 194). One emerges from childhood, he said, ‘with some formed albeit tentative sense of 
coherence’. In adolescence, the tentativeness of the SOC may begin to be ‘transformed into 
definitiveness … (as) one’s sense of coherence is reinforced’ (p. 187). Too much predictability in 
life, however, can lead to a weakened SOC by leaving one vulnerable to unpleasant surprises for 
which one is not prepared, so ‘a measure of unpredictable experiences … is essential for a strong 
sense of coherence’ (p.187). Fortunately for me, then, my brother Ronald was born when I was 
three and a half and three other children soon joined my family.  
According to Antonovsky, from childhood, when life provides us with experience consistent 
with our expectations, allows us to feel that we have influenced outcomes, and subjects us to stimuli 
that are neither too few nor too many for us to handle, we can resolve tension and ‘another building 
block is added to our sense of coherence’ (Antonovsky, 1979, p. 195). It is my belief that life gave 
me, in my earliest years and later, health resources that produced useful building blocks of this kind.  
Style choices 
Some of my less fundamental choices of methods have included several suggested by 
Marilyn Lichtman in her guide to qualitative research (Lichtman, 2012). One of her observations 
was that academic writing does not require the use of passive voice and the avoidance of first-
person pronouns. She quoted an American Psychological Association (APA) source from 2001 
affirming the acceptability of using the first-person pronoun ‘I’ to acknowledge one’s role in the 
research being described (Lichtman, 2012, p. 208). A recent entry in the APA blog agreed 
enthusiastically, saying that writing in first person in an APA-style paper was ‘totally acceptable’ 
(Lee, 2014). I welcomed these views because, on the simplest level, I had found ‘my study’ to be a 
more exact description than ‘this study’ in a discussion involving more than one study, including 
this one. There are more theoretical reasons for considering stepping away, sometimes at least, from 
strict adherence to third-person pronouns. 
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Many, of course, disagree with Lichtman’s views. Different advice on this issue was a part 
of the venerable writing manual Elements of Style, first published in 1918. Strunk and White urged 
students to place themselves in the background of what they wrote so that they could focus, instead, 
on the substance of their message (Strunk & White, 2000, p. 70). Nine decades later, another 
adviser on writing noted a stylistic change in academic writing, the ‘irruption of the first person in 
our journals’, and wondered whether this was just a fad or if it might signal a growing awareness 
‘that everything important about writing is awash in subjectivity’ (Raymond, 1993, p. 482). Related 
to this idea was Litchman’s acceptance of self disclosure by researchers as a means of making 
biases, assumptions, and beliefs more clear to the reader and acknowledging the reflexivity 
involved in shaping and being shaped by the research process (Lichtman, 2012, p. 124). Raymond’s 
concluding recommendation for both students and professional scholars was that the use of ‘the 
authorial I’ needs to have been earned’ (through demonstrated regard for the subject matter being 
considered) and to have been judged effective (1993, p. 482). My occasional use of the first-person 
pronoun in this document is, in part, intended to clarify my position as a researcher, as Litchman 
suggested that one should, and I trust that I will be judged as having met, most often at least, 
Raymond’s criteria. 
Lichtman also recommends that researchers do their own transcriptions of interview 
recordings, which I did. A recommendation of hers that I followed only somewhat concerned the 
literature review. She suggested including only a brief review of the literature as a study is begun, 
modifying and adding to that review as the study proceeds, and then integrating pertinent references 
to published literature as needed throughout the document rather than in a separate chapter (p. 127). 
I have included the traditional separate chapter, modified it as my work proceeded, and reported 
some literature review results elsewhere, at points where the information provided seemed most 
directly relevant to the topic under discussion. 
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CHAPTER 4: SOC data: Results and discussion  
As shown in Chapter 1, the increasingly large proportion of populations consisting of 
persons older than 65 years presents problems for societies, whether those problems are likely to 
soon become vast (Peterson, 1999) or to be, for some time at least, manageable (Segal & Klee, 
2015).  For both social planners and for individuals a primary goal is health and full functioning to 
the end of life (Murray et al., 2013). In order to explore the resources that may have sustained 36 
Australians over 65 years of age, I began by looking for similarities and differences in what 
participants with low, middle, and high scores on the SOC-13 said in interviews. These data were 
augmented by information from accelerometer readings and by data from a survey filled out by 
each participant. Information from these sources will be reported and considered. In the next 
chapter, I will report on and discuss findings derived from exploration of differences and 
similarities in those with different SOC-13 scores on each of the three components, C, ME, and 
MA. 
Overall SOC scores 
The 36 Australians I interviewed registered a relatively high overall SOC-13 median score 
of 76. Eriksson and Lindström, in their extensive study of reports from SOC papers published 
between 1992 and 2003, found a range of mean SOC-13 scores of 35.4 to 77.6 (M. Eriksson & 
Lindström, 2006, p. 377).  
Because I am using a thematic approach and seeking to convey relevant aspects of each 
participant’s story, and because of a personal bias toward stories with up-beat endings, I am 
choosing, in this results and discussion section, to begin with the lowest one-third of overall SOC 
scorers and to conclude with those with the highest scores.  
The lowest third of SOC scores 
One of my research questions concerned whether differences in PA levels, if any, existed 
between those who had high, medium, and low scores on the SOC-13. Within a possible range of 
13–91, the 12 lowest SOC-13 scores spanned 20 points, from 50 to 69.  Although some of these 
participants with the lowest SOC scores registered high MVPA totals (notably, Alice) several 
expressed views that seemed to support a correlation between SOC and PA levels.  It seems 
remarkable to me that every person in this study who spoke of life events that seemed to me to be of 
the sort that Antonovsky described as ‘cataclysmic stressors’ (see below) registered lowest-level 
scores.  
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Study SOC MVPA Chronic Age 
Name score rank mins/wk rank diseases (years) 
Alice 69 25 420 9 1 70 
Ethan 69 26 304 14 2 72 
Evelyn 69 27 92 28 7 78 
Ella 67 28 316 13 0 77 
Lucy 67 29 159 23 4 76 
Stella 66 30 289 16 0 66 
Elizabeth 65 31 199 20 1 82 
Emma 65 32 28 32 0 87 
Violet 65 33 8 36 0 86 
Landon 63 34 260 18 2 71 
Claire 59 35 145 24 5 85 
Lilah 50 36 18 33 3 84 
From surveys and measurements 
• Gender and living circumstance – Female: 10, all widowed, divorced, or never married and 
living alone. Male: two, married and living with a partner. Six of these 12 were living in a 
retirement village, the other half in a home or flat. 
• Age – This third had the highest median age: 78 years. Range: 66 to 88 years. 
• Educational attainment – This was the least highly educated group: one person held a 
university degree and four claimed no education beyond secondary school. 
• Average daily steps taken – This group’s was the smallest median number of the three 
groups at 5,816 steps. 
• Minutes of moderate-­‐to-­‐vigorous	  physical	  activity	  (MVPA) in a week (average) – Lowest 
of the three groups at 187. Six, however, had objectively-measured MVPA above the 
minimum of 150 minutes per week normally recommended to adult Australians for the 
maintenance or improvement of health.  
From interviews 
Not all of the 12 in this lowest-scoring group told of life events that seemed to add 
information concerning health resources or their absence. The sources of health most frequently 
identified by those who did were:  
o family, friends 
o professionals (therapists, medical doctors, clergy) 
o an avocation 
o a fatalistic acceptance of ‘facts’ 
Unique to this lowest-third of SOC scorers was the number whose recollections included 
one or more events that I deemed to fit what Antonovsky described as one of two ways that an 
adult’s sense of coherence may undergo ‘fairly significant’ transformations: ‘the cataclysmic 
stressor’ (1979, p. 188). 
War, forced migration, natural disasters, the death of a child – these were among examples 
Antonovsky gave of cataclysmic stressors, events that, even when brief, can result in the 
 52 
transformation of a great variety of life experiences through change in one’s health resources 
(GRRs). ‘Sudden widowerhood’ is, according to Antonovsky, a classic example.  
One has had no hand, no choice, in (these experiences) and often no preparation … they are 
largely unanticipated, in a personal sense, but they bring in their wake a variety of 
unpredictable experiences. Invariably, then, they result in a significant weakening of one’s 
sense of coherence. (Antonovsky, 1979, p. 188) 
Cataclysmic stressors can, as the examples indicate, be particular to the individual’s life or may 
occur in the broader environment in which one has been accustomed to living. 
The second major way an adult’s SOC may undergo significant change, Antonovsky said, 
always requires effort. It can include recovery after the diminishment of the SOC brought about by 
cataclysmic stressors, but such recovery ‘is never sudden’, it almost always involves conscious or 
unconscious choice, and it can produce movement on the sense-of-coherence continuum in either 
direction (p. 189). Examples given by Antonovsky included psychotherapy; an illiterate person 
learning to read and write; marriage or divorce; or embarking on a new kind of work, including a 
woman’s taking paid employment after years of being a housewife. 
But change of this type is always within the context of one’s previous level of the sense of 
coherence, is always slow, and is part of the web of life experiences that transmit stimuli 
that are more or less coherent. Movement toward the strong end of the continuum always 
requires hard work. (Antonovsky, 1979, p. 189) 
Six of the 10 women in this low-SOC group spoke of experiences that may have, for them, 
reached the level of cataclysmic stress. These six were Lilah, Claire, Violet, Elizabeth, Evelyn, and 
Lucy. The sources of intense stress that they spoke of included being verbally abused by an adult 
son, cancer and fear of its recurrence, being suddenly alone, becoming a carer for a husband with 
Alzheimer’s disease, the death of a husband who had fallen and injured himself after he had been 
left alone, and a series of family traumas followed by post-traumatic stress brought on by a 
malfunctioning pacemaker.  
Stories of cataclysmic stress? 
Lilah’s SOC-13 score of 50 was nine points lower than the next lowest score. As our 
interview was beginning, I asked Lilah if she felt able to talk. She had cancelled an earlier 
appointment because, she’d said, she hadn’t felt well enough. My post-interview notes indicated 
that she appeared to be near tears and spoke with a husky voice as I was setting up my equipment, 
but she assured me that she was prepared to go ahead as planned. When I turned on my recorder, 
she began by saying: Well, first of all, I was being abused by my eldest son. 
Described elsewhere in this thesis (see p. 119), this period of verbal and emotional abuse 
had ended more than a year and a half earlier after authorities intervened, but Lilah said she was 
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still dealing with issues that derived from that time. But the trouble is now, I’m to blame. I’m to 
blame for all that’s happened. I mean, my sister won’t talk to me. My nephew won’t talk to me. And 
I’m just settling down from the whole lot. 
Lilah had lost two husbands suddenly earlier in her life, one in an automobile accident and 
one to a fast-acting brain tumour. Eighty-four years old and estranged from her son and other family 
members (except for a daughter), Lilah’s experiences may have been within the range of what 
Antonovsky meant by cataclysmic stressors.  
If so, any recovery on Lilah’s part, according to Antonovsky (1979), would likely be within 
the context of her previous levels of sense of coherence (p. 189). Lilah’s story offered several 
indications that her SOC may not have been high earlier in her life. The oldest of five children, she 
felt that she was forced to serve her parents as a babysitter for her siblings, even while they went 
and played tennis. When she was 16 or 17, Lilah asked her father’s permission to go to nursing 
school. Well! Did he hit the roof! She recalled that he said, ‘No daughter of mine’s going to be a 
school teacher or a nurse’. She did not go to nursing school. 
Lilah described herself as always having been ‘a giver’: I’ve always given. Because I think 
the attitude was … Well, I might be in that position one day, and somebody might help me (long 
pause). 
She was getting some help from her other child, a daughter, at the time of our interview. She 
described her health as ‘excellent’ and said her ability to get by on her income was ‘not too bad’. 
Her countenance brightened noticeably when she talked about her hobby, making dolls from fabric. 
This avocation seemed to have been a health resource for Lilah and, one may hope, might be a part 
of the slow and difficult process Antonovsky believed possible for those who have been subjected 
to cataclysmic stress. 
The participant with the next-lowest SOC-13 score, Claire, may also have dealt with 
cataclysmic stressors sufficient to depress her SOC level. Awaiting results of tests to see whether 
cancer remained in her body after two operations and many months of treatments, Claire was one of 
only two persons in this study who labelled her health ‘poor’. Described elsewhere in this thesis 
(see p. 99) are several indications that Claire may have had a low sense of coherence before she was 
diagnosed with cancer. One was her belief that she had been unlucky in life from her youth onward, 
a belief that Antonovsky (1987) associated with a low SOC (p. 18). Like Lilah, Claire had an 
attentive daughter. She also retained enough energy and stamina to assist with the recruitment of 
others in her retirement complex for this study, to monitor her diet for its health effects, and to 
engage in regular walks. Her appearance of calm may have been aided by a fatalistic acceptance of 
‘facts’.    
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Violet was one of two participants who said that getting by on her income was difficult all of 
the time. Although she described her health as ‘good’, she registered the lowest activity total of all 
participants, only eight minutes of MVPA during an entire week. Like every other widow in the 
‘Time of Your Life’ study, Violet was living alone when we talked. Although Antonovsky (1979) 
described cataclysmic stressors as occurring ‘often in a brief period of time’ (p. 188), that 
description leaves open the possibility of slower, longer-term occurrences that culminate in a 
sudden awareness of stress for which one has not prepared. It may be that Violet moved slowly 
from an accustomed situation of living as a part of a large family – husband, children, aunts, uncles, 
grandmothers and everything – to a situation she had failed to anticipate, one of living alone.  
Prior to five years before our interview, she said, she had had a pretty good life, really. 
Pressed to recall the greatest stress of her life prior to the last five years, she had difficulty 
identifying anything. Even as a child … and then as a young girl, and getting married and having 
children and all the rest of it, so I don’t think I’ve really got anything … 
She said she had always had a strong family connection and she started to say that she still 
had that support, but then she paused and described her current family connection as being only … 
with what are left. (chuckles) There are only my children left now …  all the others have passed 
away, aunts and uncles and grandmothers and everything. 
Four years earlier, when she was about 83, her husband had died after a long illness. Until a 
few months before our interview, however, Violet had not been living alone. 
My son was living with me, it was before I came here (to a retirement village unit). And he 
had to go away. So he got me a whole lot of food in …so I wouldn’t have to go out, and off 
he went, so I was by myself and then, all of a sudden, I realized I was on my own.  
Because her husband had been sick for a long time, she said,  
… when he finally did pass away, I was sort of used to the idea.  I knew very well he was 
going sometime, so I wasn’t… It didn’t upset me as much as it really should have, but then 
(pause), suddenly, with my son going away, and me being by myself, I thought, ‘I’m all by 
myself’.  
Violet stopped eating. All she wanted to do, she said, was just lie down and watch the 
clouds roll by. After about two weeks of not eating, she was worried about becoming anorexic and 
spoke to a doctor who suggested that she sign up for meal deliveries with a social service agency 
called Meals on Wheels. She did. That got me back on the food a bit, so I gradually …  started to 
mend. Violet credited a daughter who lived across town (… she was working, and all that, so I 
didn’t expect her to go out of her way), Meals on Wheels, her family doctor, and neighbours with 
helping her get out of what she perceived as having been depression, but she also credited herself 
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with taking a necessary first step. Well, as soon as ever I realised that anorexia could set in, ‘Right, 
you’re going to do something’. So I did something. Got it over with. 
Asked about how she had dealt with difficulties to that point in her life, she said, I think I’d 
say well! She gave herself a six on the scale of seven. She also chose that number to indicate how 
well she expected to deal with changes in the coming 12 months, but, approaching her eighty-
seventh birthday, she was not altogether sure she wanted to live into her 90s.  
There’s a lot of people here in their 90s and, and… that’s it. I’m really beginning to feel old 
now…. I’m not into my 90s yet, but, ah… I don’t know if I’ll ever get there, really. I… think I 
hope I do, really, but ah… (thought not finished in spoken words). 
Elizabeth said little that was not directly related to her having been the primary caregiver for 
her husband during his decade-long experience of Alzheimer’s disease, a period that had ended with 
his death less than a year before our interview. Surely the inexorable and slow-moving tragedy of 
caring for a partner who is becoming demented fits within the range of what Antonovsky meant by 
‘cataclysmic stressors’ that can lower one’s SOC. One study of the burdens and coping strategies of 
caregivers to Alzheimer’s patients included comments on the difficulties of trying to address the 
concerns of those whose partners had become, gradually and irrevocably, patients. One carer quoted 
in that study said, ‘There is no way anyone can explain how it is caring for this kind of person. … 
The caregiver stops living in a sense’ (Pratt, C. C., Schmall, V. L., Wright, S., & Cleland, M., 
1985). 
Elizabeth’s descriptions of her caretaking experiences were more circumspect and tended 
toward the factual: she had to give up playing golf; they had to stop travelling; her husband blamed 
her for his ceasing to be able to drive; they could no longer go to art galleries or cricket matches or 
to the movies; and toward the end of his life he couldn’t take walks with her because of his 
tendency to fall. However, she did talk a bit about how it was to see her partner change. 
I found it very difficult in that he… we had no conversation… (He) lost interest in anything 
we ever do and I could never suggest anything to do that he’d fit in with, you know. He’d get 
a bit difficult about not wanting to do something and he’d get a bit obstinate and that.  
Although she hired someone to come to their home and give him baths, Elizabeth’s only 
time away was a once-a-week afternoon of playing bridge. She said she knew she wasn’t the only 
wife to have to deal with such problems and she sounded apologetic when she said, I really didn’t 
have any inner strength, so I didn’t feel… I’d get a bit het up occasionally and swear at him. 
(laughs) But it was very frustrating. 
Elizabeth seemed to be a bit more optimistic about how she could manage life stresses in the 
year ahead, giving herself a ‘six’ on the seven-point scale for that question while she assessed at 
only the ‘five’ level her handling of stresses up to the time of our interview. 
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Emma was living with a friend in a suburban house with a large yard containing decades-old 
trees when we talked. Approaching her eighty-eighth birthday, she said she was struggling with 
present and potential limitations. 
I’ve got the urge to do things… All the time, you know. I’m not a sitter. I’m, I’m not a 
spectator. I play sport and so forth. I still play croquet. I haven’t for a while, with all this 
(physical difficulty). I feel I’ll always need to be involved in things, but if I can’t do that, I’ll 
become frustrated.  
She said she uses a treadmill daily and gets satisfaction from gardening, although a torn 
ligament 18 months earlier had kept her from using one arm and hand. Her biggest worry, though, 
concerned her ability to balance. If I can solve my balance problem, I can go on. … [And if you 
can’t solve your balance problem?] Well, I’m going to be up the creek ... 
With a solution to her balance problem, Emma rated her ability to deal with whatever the 
next year might bring as a five on the seven-point scale. Without such a solution, she first chose 
‘one’ out of seven. Then she corrected herself. 
Not quite. Because even though your balance… you’ve got things to aid you, like the 
podiatrist said, … ‘You must get a walker. It’s another thing that can help you, one of these 
walkers’. Well, I don’t think I’m anywhere near wanting a walker (laughs).  
The idea of a walker, however, reminded her that there’s all sorts of things there that I can 
use. And, she said, she does read a lot. Nevertheless, the thought of losing physical activities 
troubles her: But, my mental bit, I don’t know how that will go, with not being able to do those 
things…  
Asked about how she had dealt with a stressful event that occurred more than five years 
earlier, Lucy talked about the death of her husband. He was great, she said, but he was also slightly 
domineering. A large man who had been a doctor, he had developed physical problems that 
involved pain. And he was an alcoholic, … he never admitted being an alcoholic, but he was 
alcoholic. (pause) So I found that… I stopped socialising a lot because it was better not to. Umm… 
(pause). He had a horrible death.  
The story she told about that death seem to have constituted, for Lucy, a situation of 
cataclysmic stress. After earlier operations, while attempting to recuperate at home, she had 
damaged herself attempting to assist her husband while he was intoxicated. Her doctors said she 
couldn’t have a second operation unless she would have complete rest once she was out of hospital. 
That meant that her husband 
…would have to go into care, which he didn’t wish to do. So we managed… my children … 
managed to find a suitable place for him to be in, to give me that space. And I no sooner got 
home from hospital…Um, I was only home one day when they rang me … to say that he had 
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discharged himself from… doctors can do great things…  ahm, from this place and he 
caught a taxi and arrived back home. … 
Fearing her mother’s recovery would be compromised again by the demands of her father, 
Lucy’s oldest daughter took her away to her own home in the country, catheter bag and all. And, 
um… yes, so ah… (long pause) … We… we left, and it was terrible, really, because that was the last 
time I saw him. 
Lucy located a young woman willing to visit the house each afternoon, cook a meal for her 
husband, and do the washing, which she did the first afternoon. Lucy believed it was about four 
hours afterward that her husband fell. 
Of course, he had been drinking. And he managed to get himself to the bedroom. And he 
tripped. And he smashed his hip, he broke his hip. And he was lying underneath the phone. 
Couldn’t reach it. And he lay for 18 hours, bleeding.  
A neighbor who had agreed to bring in the mail found him and he was taken to a hospital 
where he was operated on. 
Ahm, he got through the surgery, but then he had a massive heart attack and died. And the 
guilt that I carried… (pause, then in almost a whisper:) for such a long time… It was going 
to happen eventually because he was on a… it sounds terrible, but he was on a self-
destructive … [Well, that’s a part of alcoholism.] It is, it is.  
With the help of counseling, family members, and friends, she dealt with her feelings of 
guilt. It was massive, massive, and it took many, many years, she said.  It was a slow climb back, 
yeah.  
Evelyn was worried about maintaining her ability to speak at the time or our interview 
because, she said, her voice had begun to fail at times: And it keeps going … because I’m a bit 
stressed… You’ll hear.  And this is something that I… just don’t seem to be able to cope. … The 
(doctors) said in time they thought it would improve. 
Worry about her heart condition was also bothering her, she said, limiting her physical 
activity. Ah, it’s that I’m scared. I’m sure that I could do more if I wanted to, but I’m a little bit 
hesitant to do it … scared to do too much, knowing that, basically, my heart is a problem.  
Evelyn’s assessment of herself included this: I know I’ve lost ground in myself... think I was 
more confident of things before. Now I’m not. Now I’m not. It was only when I had transcribed her 
interview and reviewed the transcript along with my notes that I realised how many highly stressful 
events she had lived through, including a recent one that surely reached the level of a cataclysmic 
stressor.  
She and her family had endured more than a decade of civil war in an African country where 
they continued to live afterward. In Africa in 1992: 
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My daughter and her husband and their two children… were sideswiped going across a 
bridge, into a swollen river. My son-in-law and the two grandchildren died. (My daughter) 
managed to get out of the water. But she’s had an awful lot of… need of support from me. 
She’s been in a terrible, terrible state.  
About two years later, at Christmas time, a second family tragedy occurred after a 
handicapped son had traveled from England and was visiting Evelyn and her husband at their home 
in Africa. 
My son (had) been in a road accident … (and) had been brain damaged …. He loved 
swimming. And we built up the area (by the pool) so he could take himself, and his 
wheelchair, right down to the pool edge, and he was independent of us. But he had a heart 
attack in the pool. [At another point, she said he had drowned.] 
She and her husband soon left Africa shortly afterward and moved to Brisbane where their 
two daughters were living. While on a business trip back to Africa, her husband died. 
My husband went back ... and he had an operation that went wrong. (voice rises) …So, ah, 
there has been an awful lot of stress. A terrific lot of stress and (pause) … I try to overcome 
it all, you know, and just carry on here. And most of the time people would always say I was 
a happy person. But I think last year I (pause) sort of changed a little bit. (laughs lightly)  
Even to that point in her life, Evelyn had experienced several events listed by Antonovsky as 
examples of cataclysmic stressors: war (civil, in Africa), the death of a child (in addition to the 
deaths of two grandchildren and a son-in-law), and sudden widowhood. An additional contributor to 
the changes she perceived in herself must surely have been Evelyn’s most recent stressful event. 
She had had a pacemaker and defibrillator fitted into her chest. Early one Monday morning, when 
she awoke coughing and went to her bathroom for a glass of water, the defibrillator started going 
off. She pressed her retirement unit’s emergency button and then called a daughter, who told her to 
call for an ambulance. She did and it eventually came to take her to a hospital. 
They managed to switch it off. But by that time, I had had 60 shocks …going through my 
body, and it was just like being kicked by a horse. It was… I was in a terrible state….  So 
they took it out again and I came back here, but I had terrible post-traumatic stress.  
As noted elsewhere, this event took a toll on something that seemed to have been a source of 
health for Evelyn: her faith in a loving God. She said, I always felt God was there. There would be 
difficulties along the way, but somehow, he always answers my prayers. (pause) But, it’s very, very 
hard to hang onto that now.  She has been left, she added, with a bit of faith.  
She assessed both her success in dealing with life thus far and her chances of dealing well 
with events in the subsequent year at five on a scale of 1-7, and she said, I’m not… I’m still being 
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pulled down about my, ah… things that have happened to me. And you can’t always block out all 
thoughts and things like that. 
Anxiety aided by Valium 
The third lowest overall SOC-13 scores belonged to Landon, who chose as the most difficult 
event in the previous five years of his life, an anxiety attack that led to the termination of a recent 
holiday trip with his wife. I ended up with a psychiatrist and he sort of put it down to anxiety and 
I’ve been taking a mild Valium – two milligrams, you can’t do too much damage with that – and 
that seems to keep me basically happy. 
Seventy-one and retired from dentistry, Landon rated his past ability to deal with or manage 
life stress at the top level, giving himself a ‘seven’. He did not, however, indicate that he was 
optimistic about his future. Asked to assess his likely ability to manage or deal with changes in the 
subsequent 12 months of his life, he scored himself at two, the lowest level of any participant. 
Slow climb upward with professional help 
Alice ranked only twenty-seventh in SOC-13 scores among the 36 participants, but it is 
likely that her SOC at the age of 70 was higher than it had been when she was a young woman 
suffering from intense anxiety and lack of self-confidence. Whether the degree of her stress in 
childhood and early adulthood could be judged to have been cataclysmic or not, it was severe and 
her story is one of slow and difficult progress over decades. The transcript of what she said about 
her time of hospitalization for depression can be read, I believe, as an allegory for the course of her 
life. 
I started to get a little bit more (pause) self-confident. I mean, very gradually (laughs 
lightly). It took a long time for that to grow. To the point where I thought, ‘Well, I’m 
actually okay’. I felt like, before that, that I was sort of a failure as a human being. You 
know? Deficient, somehow. Even though I knew that intellectually I was as good as the next 
person, but … (pause and sigh)…  
After her leadership position as an emergency-room nurse had produced over-load beyond 
her tolerance, Alice was advised by a psychiatrist to enter a mental hospital. There she found 
positive personal experiences in group therapy and was introduced to computers. Afterward, she 
gradually re-trained and found less-stressful work that combined her medical training and newly 
acquired computer skills. Cognitive therapy, religious faith, mentors, and the combination of 
intellectual challenge and physical activity involved in being part of a bell-ringing choir in two 
churches seemed to have been her primary health resources since that hospitalisation. At the time of 
our interview, she seemed less anxious and more content than a great many of the other 36 
participants. Asked what she would do if she were faced with a new life crisis, she said: 
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I’d probably seek help from somebody I could trust, I think. Whose judgment I could trust. 
(pause) Yeah. I think that’s what I’d probably do. [And then, after you got help, you 
would…?] Ahm, I’d probably (pause) take the next step to deal with it, you know? One step 
at a time (chuckles).  
The middle third of SOC scorers 
The range of SOC scores in the middle third was from 70 to 79.  
 
Study SOC MVPA Chronic Age 
name score rank mins/wk rank diseases (years) 
Nora 79 13 73 29 1 66 
Jackson 78 14 434 8 0 76 
Isabelle 77 15 539 2 0 67 
Noah 77 16 141 25 4 68 
Grace 77 17 60 30 4 81 
Audrey 77 18 10 35 1 93 
Charlotte 75 19 105 27 1 71 
Ava 73 20 478 7 1 65 
Gavin 72 21 371 10 1 67 
Olivia 72 22 296 15 0 69 
Hannah 72 23 186 21 5 83 
Madeline 70 24 277 17 0 70 
From surveys and measurements 
• Gender and living circumstance – Females: 9, males 3. Five women and one man were 
living alone. Three women and two men were living with a partner and one woman had 
a housemate. Four were living in a retirement village. 
• Age – Median: 70 years, less than a year older than the highest third of SOC scorers and 
eight years younger than the lowest third. This group included the youngest, who was 
just over 65, and the oldest, who was 93. 
• Educational attainment – Seven held university degrees and four of these were advanced 
degrees. Only one claimed no education beyond secondary school. 
• Average daily steps taken – At 6,926 steps, this was only 30 steps per day fewer than the 
top group’s median number and 16% higher than the median for average daily steps in 
the lowest-scoring group. 
• Minutes of MVPA in week (average) – 247. This was 72 minutes below the highest-
scoring group and 60 minutes above the lowest-scoring group. Seven exceeded the 
minimum of 150 minutes per week normally recommended to adult Australians for the 
maintenance or improvement of health.  
From interviews 
More than those in the lowest group, those in this middle group seemed to have experienced 
as health resources:  
o physical activity  
o work  
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o family  
Family and PA 
Madeline said that her very supportive family got her through a divorce, which was 
probably the most stressful thing in what she described as a generally low-stress life. Oh, I think I 
was very depressed for quite some time as a result, but having had a son and a daughter living with 
her at that time was helpful. She walked a lot, but didn’t recall that physical activity was 
particularly helpful to her. About physical activity in her current life, Madeline said:  
It doesn’t dominate. I try to go for a walk every morning and I play bowls once a week. 
When it gets cooler, I sometimes bowl two times a week.… [Mainly for company or for 
exercise?] Well, I walk by myself, so that’s for exercise. I don’t walk with anybody. And 
bowls is both. 
Her accelerometer showed that she averaged 7,011 steps per day, just under the median level 
for the 36 participants, and 277 minutes of MVPA for the week, well above the generally 
recommended guidelines for Australian adults. 
Ava’s sense of coherence had been strong enough two years prior to our interview so that, 
faced with hip replacement surgery, she had made and carried out plans to strengthen key hip 
muscles before the operation, she had selected her surgeon carefully, and she had begun exercising 
for recuperation even before she left her post-operation hospital room. At the time of our interview, 
Ava assessed her health as ‘very good’ and she indicated that she had used PA as a primary health 
resource: So exercise has always been my way through … whatever you're dealing with, whether it 
is pain or anxiety or whatever it might be… Exercise has been my way. 
When a psychiatrist, many years earlier, had recommended a drug treatment for anxiety that 
Ava was undergoing, she chose instead a combination of meditation, yoga, and exercise, which 
…gave me the endorphin kicks that I needed to feel good without having the drugs to numb 
whatever was going on in my head. With 478 minutes of MVPA for a week of accelerometer 
measurement, Ava, the youngest at just over 65 years, appeared to be continuing her reliance on 
PA. 
Ava spoke of other health resources also. She indicated that employment experiences may 
have been a health resource for her as well. She said that one source of her sense of feeling in 
control of life (in addition to meditation and exercise) was work related. Probably career, 
achievement in career. Ahm, reaching levels in my career that I found very, very satisfying and so, 
getting into leadership roles so I was able to be part of determining our direction …  She spoke 
often of the importance of friends, family, and inspirational acquaintances and these relationships 
seemed to have been health resources for her. 
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Why, then, did the relatively young, vigorous, married, and well-educated Ava, who 
described her health as being ‘very good’, land in the mid-range of SOC-13 scores rather than in the 
top one-third? Although it had occurred 15 years earlier, one dampening effect could have come 
from what she described as an emotional burnout. This came after a series of losses of people close 
to her. Her father died. One of her sons graduated from a Brisbane university and moved away. A 
colleague she’d been most close to in her school administration position resigned. These changes 
contributed to Ava’s stepping down from her job and going to a psychiatrist for treatment of 
anxiety. She did not return to her former position. 
Another possible health deficit may have been connected to a primary health resource for 
her; Ava may have over-used PA as a health resource. She failed, sometimes, to follow the doctor’s 
orders after hip surgery, she said, by continuing to run. About a year after the surgery, she was 
knocked over by a bicyclist while she was out running and that accident resulted in a fractured 
kneecap and a realization:  
I shouldn't be running.  And so I've stopped running now. But it took me a few goes 
(attempts) to wean off of needing to exercise at that level…. I've had to change, now, the 
way I see exercise and (shift to) low-impact cardio… I was …, probably a bit compulsive-
obsessive. … once I set my mind to something, boy, I’m just full on.  And I’m a bit this way 
now. 
Another factor that could have produced a lower sense of coherence in Ava than might have 
been the case otherwise is that her lifestyle choices had subjected her to some social criticism, 
enough so she felt the need to defend herself at times. 
Ah, just to justify what I’m doing, yeah. I mean, people bag you. One, for being a 
vegetarian. Two, for running marathons. Three, for not growing old graciously, you know: 
‘For god’s sakes, just sit down and do some knitting or something.’ 
In addition, a health deficit for Ava may have been her tendency to be, as she said, really 
good at catastrophising.... I’m the world champion. What she was referring to, however, was not 
events such as the flooding of her condominium by the Brisbane River in 2011, which many would 
have viewed as a catastrophe of, at least, minor proportions. That, she said, was merely a problem to 
solve, a matter of nuts and bolts. What she ‘catastrophises’ are factors beyond her control such as 
worries about the health of a child or worries about money (she said getting by on her income was 
‘difficult some of the time’). Ava described herself as being really good at projecting down the 
track, at ‘What if…’. That trait may also have contributed to her giving herself a relatively low five 
on a scale of seven in assessing how she had managed or adjusted to changes to that point in her life 
and also on how she expected she would cope with changes in the subsequent 12 months. 
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Ava and Charlotte 
These potential health deficits for Ava may help explain an SOC-13 scoring result that 
surprised me. Having not calculated SOC-13 scores until after all interviews had been transcribed, I 
had speculated that Ava – for reasons stated above – would have a higher SOC score than Charlotte, 
a 71-year-old widow who was living without a partner and seemed to be most comfortable in her 
lounge room. However, their SOC-13 scores placed Charlotte and Ava adjacent to each other in the 
list of middle-third scorers in this study and Charlotte was two points higher. In conjunction with 
the possibly SOC-lowering elements of Ava’s life just discussed, some of what Charlotte said offers 
hints as to why these two dissimilar women had almost the same SOC score. 
One health asset for Charlotte in her early years had been a large and close family. She had 
lived in Canberra near her mother, brother, and many other relatives for her first 43 years, until her 
husband’s declining health and desire to run his own business caused them to move to a small 
Queensland town. The work she had done before this move seems to have been a source of health 
for her, giving her a positive identity, a sense of the meaningfulness of life, and confidence in her 
ability to manage. She seemed to have gained something similar from her work life after she and 
her husband bought and began operating a small service (petrol) station. It was, though, a big 
change for her, she said.  I went straight from a high-powered secretarial job into being a driveway 
attendant (laughs) and an owner. Had to check tires and oil levels and that kind of thing, but I 
coped very well. 
The petrol station was, she said, an absolute dump but they worked hard and got it all up to 
scratch. About three years later, her husband had a heart attack. Charlotte summed up the 
subsequent years succinctly: 
So we sold up and, ah, got in the caravan and flitted around like a pair of gypsies for six 
months and it was absolutely wonderful. And we just sort of filtered back down to Brisbane 
and bought a succession of small businesses and… yeah. 
She credits those work experiences with strengthening her ability to cope: I think it gives 
you strength, your background, your other experiences that you've had … that help you cope with 
things in your life.   
Work–life experiences seem to have been health resources for Charlotte and feeling that she 
was successful in work may have strengthened her SOC. Her secretarial job in Canberra, she said, 
had been high powered. The service station she and her husband bought, refurbished, and sold 
evidently provided them with funds for six months of travel and, later, the ability to invest in other 
businesses near Brisbane. I have my own home, she said, and she described her ability to get by on 
her income as not too bad. Her well-kept house in a hilly suburb with a recent history of increasing 
real estate prices may have contributed to her view of herself as being financially secure and that 
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sense of financial security may have been a health resource for her. She assessed her success at 
coping with change up to the time of our interview at the highest level, choosing a seven out of 
seven. 
Charlotte’s physical activity seems to have been a health resource for her even though its 
intensity at the time of this study was lower than that of Ava and others. She spoke of having been 
physically energetic from childhood on and in her youth she was active in sport. 
I played hockey. And netball. … I used to ride my bike to school half way across Canberra. 
Played softball at school. Yeah.… I was in the YWCA and they had a hockey team and I 
used to play on that.… My friends and I used to ride our bikes to (a city swimming pool) 
after school and swim like mad until it was time to go home for dinner.  
She stopped participating in sport, except for a few hockey matches, when she married at 19, 
she said. After that, much of her PA came from manual labour. The service station work she and her 
husband did was physically taxing. Later, after they had bought a Laundromat, she washed the 
uniforms of a football team; did ironing; cleaned the facility, including windows; and did whatever 
else was required. About that time in her life, she said, I think I managed to get my physical 
exercise. At the time of our interview, she judged her stamina to be sufficient: I'm reasonably fit, fit 
enough to do what I want to do…. Among things she spoke of wanting to do were these: keeping 
her small house and yard neat, going to club meetings, quilting, visiting relatives, and doing 
volunteer computer work for organisations of which she is a member. She rated her health as ‘good’ 
and said she had just started doing yoga and stretching exercises once a week. Most of these 
activities require relatively light effort, so it seems logical that Charlotte’s moderate-to-vigorous 
activity (MVPA) for the week of accelerator measurement was 105 minutes, about two-thirds of the 
recommended weekly total. However, her average daily steps total was 10,923, according to her 
accelerometer, ranking her fourth highest in this study, just behind Ava. 
Philosophical beliefs, including a belief in self-reliance, may have been health resources for 
Charlotte also. You have to adapt or you go downhill, she said. You have to just pick yourself up 
and get on with it. She did not seem to share Ava’s tendency to ‘catastrophise’. At some stage, she 
said, she’ll have to plan for when she gets older: I haven’t made any plans for… nursing homes and 
all that. I feel too well for that sort of thing, but I suppose ultimately I’ll have to plan for what I’m 
going to do, later on …  In a sense, though, she does have a plan: Keep as active as possible. Keep 
interested in things… Charlotte expressed confidence in her near-term ability to cope: I don't think 
anything'll stop me in the next 12 months. Unless I get some major illness or something, yeah. Give 
it a seven.  
On balance, then, data from Ava and Charlotte’s interviews suggest reasons why the 
younger and more vigorous former school administrator who was better educated and living with a 
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partner scored two SOC points lower than a widow living alone. Charlotte worried less, felt proud 
of what she had accomplished in business, and assessed herself as fit enough to do what she wanted 
to do. 
PA? No. Intellectual stimulation? Yes. 
Grace, a writer of romance and mystery novels as she neared her eighty-second birthday, 
spoke of several aspects of her life that may have been health resources for her, but sport as a 
physical activity was not one of them. Standing 1.5 meters tall (four feet, nine inches) as an adult, 
she was too short for sport as a child, she said, but she did walk a lot. 
The only way you could get from point A to point B … was walking. We did a lot of that. I 
mean, the schools… miles… we walked a fair distance to the schools. A long way for little 
legs to go.  
Grace averaged 2,039 steps per day during the week in which she wore an accelerometer. 
Only four participants in this study took fewer steps. Only six registered levels of MVPA during 
that week lower than her 60 minutes. Her early experiences seem to have shaped her current 
preferences. 
Because my mother, my mother was a very fast walker and I was a wee little kid and I had to 
keep up … I hated, really, I hated walking and I’m not very keen on walking now, unless it’s 
an absolute necessity. So, it’s not an enjoyment for me, walking.  
About a year earlier, during the Brisbane River flood, Grace had to move out of her 
retirement village unit. During that time, she experienced a fall that caused bleeding inside her 
skull. And (it) had to be operated on. Completely paralysed down the left side. And that was the 
most terrifying experience of my life! She feared she would not be able to write again, but after a 
month of hospitalisation and rehabilitation she began to recover. She expressed gratitude to workers 
at a Brisbane rehabilitation centre, who were, she said, very patient, very kind people. Brilliant.  
Grace said she also had help in the recovery period from her three children, her friends, and 
people she hardly knew. They really supported me. … [How did they do that?] Ah, (they would) just 
come in, visiting and talking. Mainly talking. So you wouldn’t just get into yourself …  Friends and 
family, then, have been a health resource for Grace. So have members of two writers groups that, 
she said, provided her with intellectual stimulation. 
Faith in God as a health resource 
Another health resource for Grace had been God, according to the story she told about being 
rescued from a flooded New South Wales cattle station while she was in labour with her first child 
in 1956. She and her husband were completely cut off by high water. An army ‘duck’ (rescue boat), 
which was on a mission to another area, damaged a propeller and had to seek repair work in a 
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village near the cattle station. When her doctor learned of the duck’s arrival, he commandeered it to 
get her to a hospital. Describing herself as a Christian, she said, It was God’s hand in that … 
Self-reliance 
Self-reliance, Grace indicated, has long been a part of her coping strategy. I’ve been up 
against various things in my 82 years and I’ve always known… I’ve had this resilience, this mind, 
mindset that if you don’t get up and do something and don’t get up and, and help yourself… Nobody 
else can do it for you. At the time of our interview, she was preparing a novel she’d written for 
online publication as an e-book. She said she viewed writing as a way to keep the brain active. 
Health resources contributing to Grace’s sense of coherence appear to be her ability to write novels 
and to publish them online, her friends and family, her faith in a benevolent and personally involved 
God, and her self-reliance or resilience.  
Health deficits? 
For a widow alone in a retirement village, Grace’s financial situation may be a health 
deficit. She finds living on her income ‘difficult all the time’ and she was one of only two 
participants who chose that description from a list of choices in our survey. Another health deficit 
for her may have been her post-operation physical condition including problems with balance and 
physical capacities. Although Grace described her health as ‘good’, she said that she was trying, 
still, to get her strength back. Balance may be an even greater worry for her, however. Referring to 
her fall and head operation, she said, I never appreciated balance until, until this came… until I had 
this problem. She is working with rehabilitation therapists to regain balance and avoid having to use 
a walker. 
‘Excellent’ health at 93 
Audrey was also a widow and had been for three decades. She was the oldest participant in 
this study at 93 years of age. She rated her health as ‘excellent’ and described her ability to get by 
on her income as ‘easy.’ Despite a history of competitive swimming and the fact that she was 
continuing to use her retirement village pool, she had the second-lowest level of MVPA for the 
week of measurement, 10 minutes. Since her main physical activity is swimming and she did not 
mention walking for exercise, it is perhaps not surprising that she was fourth from the bottom in 
average daily steps taken: 1,463.  
Family members had been and continued to be a health resource for her. While her husband 
was serving overseas in the army, she cared for her daughters without help (one at first, then two) 
during World War II. I loved the children so much, I wanted everything for them. And then… well, 
he did come back from the war. We were very lucky. At the time of our interview, she spoke proudly 
of her daughters and grandchildren. 
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Her life during that war, Audrey said, was difficult. Several aspects of those years may well 
have been health deficits for her. 
The terrible business of hearing, day by day, of the death of a friend. Day by day…! 
Comforting their… the family. The bitter…it’s stupid! The stupidity of the war. And these 
beautiful young men dead. (pause) Wives. Children without fathers. The war was dreadful.  
How had she managed to cope with all that? Had to. Had to. And then I had two children 
with no home and no furniture. After the war, when her husband came home, they had a third 
daughter and, she said, a happy married life until he died when he was 65 and she was 63.  
PA and social contacts in the pool  
Audrey had been active as a swimmer for much of her life. Always, I was swimming. Except 
for the wartime period when, she said, she didn’t have time to go to a pool. Two decades after her 
husband died, she discovered competitive Masters Swimming and that became a health resource for 
her, providing her with intense physical activity, experiences of success, opportunities for travel, 
and friendships with other competitors. She had given up competitive swimming only a year before 
our interview, when she was about 92 years old. A Masters Swimming Australia website lists the 
times, dates, and locations of approximately 100 freestyle and backstroke races in which the woman 
identified here as Audrey competed successfully in age categories ranging from 80–84 up to 90–94. 
As mentioned elsewhere in this thesis, her retirement village unit contains an array of trophies and 
white, red, and blue ribbons. Physical activity has been, for her, a health resource. So, too, have 
been the social contacts that Masters Swimming provided her. 
Work: Aiding a daughter 
Although Audrey didn’t mention taking a two-year break from competition, she told of 
working full-time while she was in her 80s with one of her daughters in the creation of a swimming 
school in a Brisbane suburb. The fact that she had a role in creating a successful business seemed to 
be a point of pride for her, affirming her sense of herself as a competent person in a world of some 
coherence. 
I could go from here every day, I was driving (then). And so, that is my big success, the 
swimming pool. With her. She was the clever one really, you know, but with my help she was 
able to do it all. … I went to work for two years with her every day, and it’s a most 
successful swimming pool. 
There was hard work involved and considerable risk because they had to borrow money.  Every 
day, I was there, except Sunday, she said, and then she added, I loved it. 
Audrey rated herself at the top, a seven, in how she had managed or adapted to change in her 
life. About her ability to adapt to or manage change in the future 12 months, she was less confident. 
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Well, now, how can one answer that? Old age is creeping on. I’m healthy. I’m well now. 
Who can tell what’s going to happen? So, I can certainly hope I face up to any changes. But 
how can one know? … (long pause) I’d feel that (by) saying seven, that I’m a bit cocky 
about the situation. But why don’t we put seven? And then I’ll hope I do it.  
At the age of 93, Audrey was still, it seemed, a competitor. 
PA as part of life 
Isabelle registered the highest number of steps in this study, an average of 12,261 per day. 
Her MVPA total was second highest: 539 minutes, one minute less than nine hours in the week 
measured. Slender and evidently fit, she said she was taking a circuit-training class, doing Pilates, 
and playing tennis. I love my walking…. Exercise is a part of my life and always will be. That’s how 
I got into this form…. Exercise is wonderful. Ah, yes. The day I don’t exercise will be the day I’m 
dead, I reckon (laughs). Physical activity, then, had been a health resource for her. 
Health as a health resource, plus maturity and security 
Other health resources for Isabelle may have included her health, which she described as 
‘excellent’; the fact that she lives with her evidently healthy husband, not alone; and that they live 
in a substantial house in a hilly and tree-filled suburb of Brisbane on an income that she said was 
‘not too bad’. Even getting older may have resulted in some health-promoting changes. At 67, 
Isabelle said that, for her, appearances are no longer more important than they should be. She sees 
that as being an improvement over the outlook she had during the first year of her marriage, when 
she came out of an operation with a whopping big scar on her leg. You know, that’s something with 
getting older, she said. It doesn’t kinda worry me a bit now (laughs). But it did when it first 
happened. I didn’t like it at all… 
Family concern a deficit? 
Why, then, was her SOC-13 score in the middle level, not in the top third of the ‘Time of 
Your Life’ study? One possibility is that her score was lower than it might otherwise have been 
because she was emotionally involved, at the time we talked, in reflections concerning a phone call 
she’d had with her younger sister, Bev, who lived in the Netherlands. Bev’s husband, Tom, 20 years 
older than Bev, had a stroke a decade ago and Bev has been, in Isabelle’s words, a carer, you know, 
rather than a wife, since then. 
The last three years have been really hard. And my brother had visited her a year and a half 
ago and he felt that Tom should be in a home. So, it’s really a conflict, you know, because I 
can see …Bev’s been married to him 30 or 35 years… I mean, I’d hate to have to do that to 
my husband. 
Isabelle had recognised that her opportunities for helping her sister were limited, but she 
said she had lost the plot when she learned that Tom had pushed and bruised her sister. 
 69 
And Bev’s telling me this on the phone. And she said, ‘You know I bruise easily.’ Now, I 
know what I should have done, rationally. I know I should have just listened to her. But I 
lost the plot. … I was really horrified because I didn’t think that could ever happen. Though 
I should know… I’m aware that dementia can lead to a change in personality. And I knew 
he was getting angry, but I had no idea … I had no idea he would actually push my sister. 
Three aspects of this story may have contributed to a lowering of Isabelle’s sense of 
coherence: her feeling that she had reacted poorly on the phone by becoming angry and giving 
advice, awareness of her inability to rescue her sister, and worry about the facts of Bev’s situation 
in life.  
I just feel helpless because I can’t do anything. And I was really, selfishly thinking, I was 
thinking, ‘Oh, thank God. Bev’ll have to put him in a home’, you know. But, really, the 
hardest thing for me... I see such a contrast.  My sister is a year younger than me and yet 
she would be leading the life of an old woman.  
After describing her activities and recognising that she is fortunate to be healthy, active, and 
engaged in doing what she likes to do, Isabelle said, I know all of these things that I’m doing… 
they’re, they’re just not possible for my sister. 
About her adaptation or management of change in her life thus far, Isabelle chose six on the 
scale of seven, saying, I’m a creature of habit. It takes me a while to adapt to change, I’ve gotta 
admit. Anyway, no, certainly not seven. About her ability to cope with changes ahead in the next 12 
months, she chose five and said her choice meant I think that I can, but I’m not a seven. Umm.  
Noah used medical advice as a resource to further improve his health, while ignoring some 
conflicting medical advice on one occasion. He believed that physical activity also moved him 
toward the ‘ease’ end of the ‘ease’/’dis-ease’ spectrum. He described his health as ‘very good’ on 
the ‘Time of Your Life’ survey. Certainly that had not always been so. He spoke of having had 
prostate cancer, years of intense depression for which he had to be hospitalized several times, and 
arthritis severe enough to cause him to stop running. The removal of his prostate within the 
previous five years resulted in urinary incontinence, for which he had to wear absorbent pads. 
Feeling that he had received poor advice about exercise to correct the incontinence at the hospital 
where his operation had been performed, Noah called a doctor who specialised in incontinence 
problems. That doctor advised Noah to ignore the hospital’s recommendations and to begin, several 
times a day, to rapidly clench and relax his lower muscles quickly 10 times. I found that to be 
(pause) the best advice that I was given, he said. I, ah, threw away the pads, I think, after about a 
month.  Ahmm…  I've been going fine, and so…  yep. 
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Noah believes physical activity played a role in helping him in his overall recuperation from 
prostate cancer. When he told the people in charge of the gym he was going to that he’d had the 
prostate cancer operation, they devised a new exercise regime for him. 
They redesigned some of my program. From the point of view of activating the stomach 
muscles. And so, it's a part of that that I've… you know… it's been incorporated into my gym 
work now. Which I, again, I find, um, very encouraging.  
The worst life stress of his life prior to five years before our interview was persistent and 
debilitating depression. 
Bad depression. Ah, I would, oh… (pause) I started… (opens mouth and blows out breath)… 
when I was in my 30s I suppose. And I was hospitalised. I didn't know what it was. Ahh… I 
used to switch off… and withdraw.  Ahh… completely.  I would curl into a foetal ball and 
not go to sleep. For 23 hours a day. For … weeks. It affected my employment at various 
times. I (pause) never ever … knew what it was… so I didn't know how to do anything …   
Noah’s periods of hospitalisation began to lengthen until a psychologist recommended 
breathing techniques and meditation, which seemed to help fend off depression, he said. When he 
retired from a high-level job in his late 50s, however, the illness returned.  
We were set up …  money-wise, but …  I (was) in hospital again. Three, four times.  Fairly 
close together. It was at about this stage… a psychiatrist … said, 'How long have you had 
this depression?' And I said, 'What do you mean, depression?' And he said, 'Ah, that's what 
you've got.' ‘Oh, do I? Alright. Okay’. 
Medication helped for a time, but when Noah’s improvements began to stall, the doctor 
recommended a treatment that involved shooting electrical impulses into Noah’s brain. And I said, 
'Look, anything at all, please.… I'm sick and tired of being in here’.… I had that. And that was 
about seven years ago. And I have not had any recurrence whatsoever since. Faith in medical 
advice (and, as a result, acceptance of a procedure which must have seemed daunting) had been, on 
at least three occasions, a health resource for Noah. 
Physical activity may have played a mixed role in Noah’s life, being a health resource at 
times and a health deficit at others. Studies have shown higher prevalence of arthritis in later years 
among those who had played contact sports at intense levels in youth (Tveit, Rosengren, Nilsson, & 
Karlsson, 2012, Buckwalter & Lane, 1997). When he was a youth, Noah had played Australian 
rules football and baseball. Later, he began long-distance running, going out to do that with friends 
three times a week for an hour or longer, a practice he continued until about 20 years ago, he said, 
when arthritis caused him to stop. 
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I suffer from arthritis and I've got it in just about every joint and, ah, the old knees and the 
ankles and the hips were playing up a bit, so I… I decided to start riding a bike. And that's 
what I do now … I get on a bike and I pedal … I always find the time, at that level… 
Bike riding was just one part of the physical activity he said he was doing. As (his wife) may 
have mentioned to you, we go to the gym fairly regularly, he said, and I also walk up the hill here 
and if I'm not walking up the hill, I go for a ride for about 40 Ks. On the flat, along the river.  
Noah’s accelerometer measured 141 minutes of MVPA during the week he wore it, lower 
than the recommended 150 minutes. His step count was also relatively low, an average of 6,060 
steps per day, about 1,000 below the median level for the 36 participants. This level of activity is 
more in keeping with what Noah said he had been doing earlier in the day of our interview: 
I started on doing the glass on the various doors and windows here and they're just about 
cleaned and the other ones, too… I'll do those progressively over a period of time. I went 
out and I cut back my, ah, camellias for an hour up on a ladder this morning, and I started 
on doing the glass on the various doors and windows here and they're just about cleaned 
and the other ones, too… I'll do those progressively over a period of time.  
He said he also read a lot and put out a weekly online 10-page newsletter for a civic club 
with which he was involved.  
PA as a life-saving health resource 
Jackson described himself as highly active and said that, with the exception of one serious 
illness, had sailed through life. The activity-level part of those claims seemed verified by the 
readings of the accelerometer he wore during the week of testing. His MVPA level of 434 minutes 
was nearly three times the minimum weekly level normally recommended, and his average daily 
step count was a relatively high 9,402. Nearing his seventh-seventh birthday when interviewed, he 
described his health as ‘very good’. He was married and sharing a house with his wife and said his 
ability to get by on his income was ‘not too bad’.  
He indicated that physical activity had been a health resource for him. Unusually good 
health may have been another. Until three years before, he said, he had never had any, any 
problems with anything at all. Then, a condition that he described as ‘shingles’ pulled him up short. 
That's about the only thing that I can think of… I was, I was totally stressed out because 
when you get to 74 and you've never been sick and suddenly you get a sore shoulder and you 
stop breathing when you lie down, you wonder what's going on (laughs). 
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Having lost a lot of weight, he went to a general practitioner who gave him some bloody 
anti-stress tablets or something or other which he refused to take. He also got a prescription for 
steroids that had no effect.  
I got over it myself.…  I don't take a lot of advice over things, so… I thought, the only…  the 
diaphragm’s a muscle, and the only way you're going to get a bloody muscle to work is to 
hammer it, and that's what I did, I used to go up to the gym five days a week, two hours.  I 
do over a thousand a week seriously deep breaths lifting weights and the rest of it and I 
reckon that's what fixed… that got the diaphragm going again. But, no… there was nobody 
else involved.  I just decided to do it myself.  
About physical activity, Jackson said, Well, I, I reckon that's what cured me. 
Active life, family 
A tendency to be more active than most people may have been a health resource for him. A 
teacher and a sport coach for 45 years who built and renovated houses and raised animals on the 
side, Jackson perceived himself to have been probably a bit unusual in that I'm extremely active, 
have been all my life. Teaching overseas for seven years at a school in the middle of the jungle, he 
was not bothered, as he said other teachers were, by a sense of isolation. I did a couple of university 
units while I was there because I actually quite enjoyed (the isolation). He described his life as 
having been uncomplicated and he said: My children were neither a problem either (laughs 
loudly)… And my wife wasn't a problem (laughs)… So, fairly straightforward.   
Single and living alone in a retirement centre at 66 years of age, Nora described her health 
as only ‘fair’, in part, perhaps, because she had suffered two strokes when she was in her early 50s. 
She registered only 73 minutes of MVPA for the week of accelerometer measurement and averaged 
only 1,337 steps per day, fewer than anyone else in this study except Benjamin, who had cerebral 
palsy. The only person in the mid-level group of SOC-13 scorers with no formal education beyond 
high school, Nora was also the highest scorer in this mid-range group. She described her ability to 
live on her income as ‘not too bad’. The greatest life stress she had faced, Nora said, was moving 
into retirement situation, I think. At first I assumed she meant having to leave her job in Sydney 15 
years earlier because of having her first stroke (a second followed a year later). However, she 
explained that she was not referring to retiring from work but about her move to the retirement 
village in which she lived when we talked: Ah, I was fairly young when I moved in here. Ah, 
because of my stroke, I had to, really. And that was probably the most difficult thing. 
She had, a long time ago, returned to Brisbane from Sydney. My mother was still alive at 
that time and she was a big help. I lived with her for a while. … My parents had a motel … and I 
helped them sort of manage that.  
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She considers herself lucky to have come from a large family, most of whom still live in the 
Brisbane area and were helpful to her, both after her strokes and during her more recent move to the 
retirement village. That move had been forced upon her. She had been living in a northern suburb in 
a building that was taken over by developers who wanted to demolish it and build something else. I 
had to find somewhere pretty quickly.  So that was a bit unsettling for everybody, myself included. 
Fortunately, she got general support and help with finding the retirement village from some of her 
siblings and other family members. I couldn’t have done it on my own, I know, she said, and she 
added: 
I was fortunate that I arrived here and I liked the unit, and that helped a lot when I found 
something that I liked that I was able to afford. And, ah, yeah. So that was a big, big plus for 
me.  
Family members, then, have been a health resource for Nora. Although she talked more 
about having to move into the retirement village than she did about having had two strokes a decade 
and a half earlier, Nora did describe the strokes as  
…a big thing that happened. I mean, I never thought I’d have a stroke. I didn’t even know 
what I had when I did have it. …  because I couldn’t see my mouth dropping or all that, all 
the aspects that you have. I didn’t know that. But I got through it. Had rehab. So that was a 
big plus.  
Asked how she had managed to get through the difficulties she had spoken about, Nora 
replied: 
I guess… (pause) …  I don’t know. Something got me through it (laughs). I guess my 
personality. I didn’t let it knock me, I guess. I guess that’s probably the most important 
thing. I tried to rise above it. [And it seems like you did.] Yeah, I think I did, actually. I 
definitely think I did.  
Although Nora chose five on the scale of seven as ratings for how she’d managed or adapted 
to change thus far and also for how she expected to cope with changes in the subsequent year, she 
seemed to view that number as indicating positive self-ratings. About the past, she said, I think I 
have dealt with it pretty well. And about life stress in the subsequent 12 months, she said, I’d say, 
probably, another five on that one. I think I’m able to adapt to most things.… I wouldn’t let it knock 
my legs, for sure. 
What Nora referred to as her ‘personality’ – which she identified as being, perhaps, the 
‘something’ that got her through her main difficulties – may have been a sense of coherence that 
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placed her thirteenth highest in the SOC-13 scores of the 36 participants in this study, just below the 
levels of the highest scorers.    
The highest third of SOC scorers 
Of the 36 SOC-13 scores, the highest third ranged from 80 to 86. 
 
Study SOC MVPA Chronic Age 
name score rank mins/wk rank disability (years) 
Liam 86 1 530 3 0 82 
Mason 85 2 239 19 0 81 
Owen 84 3 530 4 2 66 
Logan 84 4 112 26 1 69 
Oliver 83 5 505 5 0 66 
Lily 83 6 482 6 1 67 
Chloe 82 7 565 1 2 68 
Abigail 82 8 31 31 3 75 
James 81 9 321 12 0 66 
Amelia 81 10 168 22 5 69 
Natalie 80 11 335 11 1 76 
Benjamin 80 12 12 34 1 79 
From surveys and measurements 
• Gender and living circumstances – Males: 7, females: 5. Ten of the 12, 6 men and 4 women, 
were living with a partner. Two, one man and one woman, were living alone. 
• Age – The median age of this group was just under 70 years and the age range was 66 to 82.  
• Educational attainment – Nine held a university degree and six of these were advanced 
degrees. Only one had no certificates or degrees beyond secondary school.  
• Average daily steps taken – This group’s 6,927 steps was the largest median number of the 
three groups. 
• Minutes of MVPA in week (average) – 319, 22.5% higher than the average weekly total of 
the middle group and 41% higher than that of the lowest-scoring group. 
 
This top third of SOC scorers was disproportionately male, including seven men and five 
women in a study made up of 12 male and 24 female participants. It was also a group of people who 
rated themselves as somewhat better off than those in the other groups did, both in their levels of 
health and their ability to get by on their incomes. 
More than the two lower SOC-score groups, participants who scored in the top one-third 
spoke of:  
o confidence, in inner strength, in their ability to find win-win results in conflict 
situations, in their ability to ride out difficulties, and in their ability to get the best 
result possible from life 
o physical activity  
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o financial well being (ease in getting by on income, good housing, the ability to 
travel, and relative comfort with share-market loss)  
o friends and family 
From interviews 
Self-confidence 
Self-confidence seemed to be an especially strong source of health for the highest SOC 
scorers, and at least two – Natalie and Benjamin – seemed to embody in their actions what 
Antonovsky (1987) described as a ‘global orientation’ that was central to the sense of coherence 
concept:  
…a pervasive, enduring, though dynamic feeling of confidence that one’s internal and 
external environments are predictable and that there is a high probability that things will 
work out as well as can reasonably be expected. (Antonovsky, 1987, p. xiii). 
A diagnosis of cerebral palsy when he was young presented Benjamin with a vision of 
physical deterioration. I knew I needed to be fit in order for that deterioration to be fairly minimal. 
So that things might work out as well as could reasonably be expected, Benjamin set out on a life-
long regime of physical activity.  
And so, as a young lad I used to ride a bike. And I would go to do exercises … I rode a bike 
in bike races, long-distance road races. And a few years later, I became a weight lifter… I 
actually succeeded in raising and jerking my body weight above my head.  
Although he registered only 12 minutes of MVPA during the week of measurement and 
described his health as ‘fair’, Benjamin was continuing, at 79, to work with a physical therapist. A 
widower living independently, he spoke of using exercise machines in his home. He was able to 
move around his apartment without a wheelchair or walker. 
A somewhat younger widow also living alone, Natalie, nearly 77 years old, said she tries to 
turn any difficult situation into a positive, not just for myself, but for the other people concerned. 
Her assessment is that: Well, most situations that I find difficult, I can gener  … I can generally, um, 
do my own mind talk to make it into a positive situation. 
In saying this, Natalie was describing a practice she employed in difficult situations, one that 
began with making an assessment of what she knew, planning an approach, seeking the cooperation 
of others involved, and pushing for a mutually acceptable solution. This orientation toward 
problems had, she said, served her well after a recent botched eye operation that she described as 
having been a terrible disappointment. Because she believed the error resulted from an assistant’s 
faulty measurement of her eye, not because of something the eye surgeon had done, she rejected 
suggestions from friends that she seek out another surgeon. He should have the chance to … make it 
right, she decided, so she confronted the surgeon, asked him questions, and, after a tenuous few 
 76 
months, he did make it right in the end. By the time her eye problem had been corrected, she said, 
she and the surgeon had become friends. 
Natalie was the only participant in the top 12 who did not describe her ability to get by on 
her income as either ‘easy’ or ‘not too bad’. She chose ‘difficult some of the time’. She described 
her health as ‘excellent’ and her moderate-to-vigorous physical activity (MVPA) total for the week 
of measurement, 335 minutes, was well above the study’s median level and more than twice the 
minimum recommended for maintenance of health. She gave herself a six on a scale of seven when 
asked to assess how she’d managed life’s difficulties to that point and said she was even more 
optimistic about handling events in the coming year, choosing seven. 
Friends, inner strength 
Friends and inner strength seem to have served as health resources for Amelia. She said 
friends had been central to her having dealt with two major stresses, one that recurred over several 
years, the depression of her husband, and another that involved learning that one of her sons had 
fallen off a cliff and was hospitalised in another city. In both cases, she depended on friends for 
support. I've always had good support when anything's happened. I've been lucky that way; I've got 
some wonderful friends and they're always there at times of trouble. 
Amelia recognized, though, that she had her own inner strength. 
I find that I, when we've had a whole lot of problems, that I am quite strong, really strong.  
I've gone through… well, I've had to because since I was a child…  because, um, my mother 
was an alcoholic, and I lived through all that.  So, um, I think I've just become very strong.  
Asked how she assessed her handling of life’s difficulties to that point, Amelia said Very 
well I think, and didn’t hesitate in giving herself a seven on a scale of seven. She wasn’t as quick to 
assess how she would likely handle life difficulties in the next year, but she decided on an equally 
positive number.  
Oh, I don't know.  I'm turning 70, so there's gonna be a lot of changes (laughs). I just hope 
my health doesn't go down. … How my life's going to be in the next 12 months?  [How well 
do you expect to be able to manage it, is the question.] Manage it? Ah, very well. Number 
seven. 
Physical activity 
Physical activity seems to have been a health resource for Chloe, Mason, Logan, and Liam, 
as well as Benjamin and Natalie (see above). Chloe’s sense of coherence seemed to owe a lot to 
physical activity. She said PA has played, in her life:  
… a significant role. When I was at school, I … represented the school in athletics, 
swimming, tennis. Netball. Ah, I was involved in an athletic club in Sydney when I was 
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growing up. I played competitive tennis at university in Sydney. And I played competitive 
tennis here until 1990. 
Although she was one of the younger participants in this study at 68, Chloe said she has had 
problems with arthritis in her hands and in one knee. When she talked about operations she had to 
have and about periods of recuperation afterward, she focused mainly on her attempts to overcome 
limitations to her activities. She said she was pleased that she had chosen to undergo knee 
replacement surgery, an operation she described as highly successful. I was playing lawn bowls 
again in five weeks….  I was only in hospital for three days. And I have more than 120 degrees 
flexion in that knee. No pain. She seemed proud to be continuing with PA. 
I swim.  I garden.  … I certainly don’t do regular walking, but I’ve replaced that with aqua 
aerobics three times a week….I don’t have any trouble climbing stairs or running this large 
house. We do a lot of physical activity in the gardens. 
The accelerometer she wore for a week bore out this assessment. Chloe’s physical activities 
were not the same as they had been when she was at university, of course, but her confidence in her 
ability to cope was supported by high levels of PA. She accumulated 565 minutes of MVPA during 
her week of measurement, more than anyone else in this study.  
Owen spoke at length about various physical activity regimes he had undertaken to reduce 
weight, overcome incontinence, and strengthen his back after medical procedures. In addition, he 
said: 
I suppose I’ve always been fairly active… sports. I don’t like sitting down doing nothing. 
Sports. Or mucking around in the yard. Or playing with cars, or camping and touring 
around a lot… and ah..  I’ve generally been like that most of my life, I suppose.  
Accelerometer data offered support for that self-assessment. He registered an average of 
11,636 steps a day, well above the public health recommendation of 10,000 steps per day. Only two 
persons registered more minutes of MVPA during the week of measurement than Owen’s 530.  
Although his answers to our survey questions included a statement that, in the previous 12 
months, he had been diagnosed with or treated for hypertension and angina, heart attacks, or other 
heart problems, Owen claimed no memories of crises in the previous five years of his life. During 
the 61 earlier years of his life, Owen mentioned one event which he decided was not a crisis as 
such: 
Well, I suppose the only crisis… happens to everyone … your parents get crook and die, but 
it wasn’t unexpected, so it wasn’t a crisis as such.  Ahmmm…  (long silence)…  Nothing 
untoward that I can think of at all. [A blessed life, then?] Yeah, can’t complain. (silence)  
No, nothing really. No.  
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If he should have a crisis, however, he thought he’d have a support group of people to 
depend on. Family, friends. Yeah. Depends on the type of crisis. But, ah, no, family, good friends. …  
Ah, it’d be there if I needed it, but I never had to rely on anyone.  Never been in a situation where I 
needed to, I suppose.  
Owen assessed the way he has handled his stress-free life thus far at the top of the scale, at 
seven and he predicted he’d do equally well with whatever might come in the subsequent 12 
months. There’d be no changes I can’t… at this stage, anyway. … Just carrying on as normal. On 
any foreseeable things, anyway, but uh.. yeah. 
Physical activity seems to have been a health resource for Logan, also. He told of being a 
high school athlete and an indifferent student. But he found inspiration in an athletic coach, and, by 
working hard – I seemed to sort of get there… put the head down, worked hard, bit by bit – he 
managing to get a technical college diploma, then a bachelors degree in engineering, and, 
eventually, a masters degree. He also told of overcoming a series of physical difficulties that 
included an irregular heartbeat that required a defibrillator; a bout with thyroid cancer that left him 
virtually bedridden for five months while he was treated with a pretty serious poison, radioactive 
iodine; and a back problem involving a spinal disk that slipped out of place. He still had the slipped 
disk in his back, but an intensive seven-month program of serious gym work to strengthen his core 
muscles had left him pain free. I can live with it. I can live with it as if I haven’t got it. … You don’t 
have to convince me that regular exercise is an absolute necessity for maintaining a healthy 
lifestyle. 
He was obviously proud of the physical progress he had made after the illnesses he had been 
through. And I’ve, ah, basically can do anything, physically, pedal a bike for an hour and a half, 
play 18 holes of golf twice a week, go to the gym three mornings a week and do other stuff, you 
know, so…   He described his health as ‘very good’ and during the week of measurement he 
engaged in 112 minutes of MVPA.  
Logan said he thinks he has handled difficulties in life to this point at a level of five on a 
scale of seven. For the subsequent 12 months, however, he chose a higher number, six, saying he 
thinks he is probably better at adapting to change now. 
Like others in the top third of SOC scorers, Mason spoke of the importance of physical 
activity in his life. He said that in his youth he had reasonable hand-eye coordination and played 
most sports, performing at least reasonably. PA appears to have been a health resource for Mason 
in adult life, too. 
I think physical activity … does help when you’re under that sort of stress.  Even at work, 
too.  I used to play squash and you’ve got problems at work and think, ‘God, how am I 
gonna solve that?’  We used to … I have a bloke I used to play with after work, meet after 
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work on a Tuesday… belt (the ball) around the squash court, perspiration pour out of you, 
go home and have a good shower, and you front up at work the next day and the problems 
don’t seem quite as bad. So, yeah, I am a great believer in … it does relieve the pressures, 
exercise.   
About his years before 2006, Mason said, Ah, I… ah, well, ah… There was nothing really 
traumatic during that time … (In your whole life?) Well, what do you mean by traumatic? Told that 
any event he had considered difficult at the time it happened would be sufficient, he thought for a 
bit and began talking about his first two years in engineering school. 
Ah, it was a full course. We were doing, basically, what was a full science degree and they 
had the engineering subjects on top of that.  That was first and second year.  And the second 
year, was sort of… it was constant, absolutely constant, … you know, when you finally get to 
the end of the year and get through all those exams, you go, ‘Oh, god…’ You think, ‘Thank 
goodness for that.’  
While this hardly seemed to be comparable to life stresses mentioned by many other 
participants, it may be that this was, for Mason, an example of work load approaching the limits of 
his ability to cope. Having managed to not be overwhelmed, he may have gained self-confidence 
from the experience. He went on to work as an engineer, evidently earning a good income: I guess 
money’s never been … we’ve had enough to go on and do what we wanted to and so on. On our 
questionnaire, he had described living on his income as ‘easy’, and after he retired, he had done 
consulting work and kept a bit of an income coming in. 
The closest Mason got to speaking of a life event other than engineering classes as stressful 
was when he talked about his retirement.  
Retirement was ...  I guess retiring is about the biggest change in my life.  Fortunately we’ve 
been able to… we were married for five years before we built here… we’ve had a settled 
existence in a very nice house, very nice location.  
That ‘settled existence’ seems to have been a factor in his post-retirement sense of 
coherence and he had found other uses for his time. A strong SOC person, according to 
Antonovsky, can phase out involvement in paid work and become involved in other pursuits (1987, 
p. 24), and that is what Mason said he had done: I’m currently involved with both the bowls club 
and the bridge club. Nevertheless, Mason indicated that he was still weighing the positive and 
negative aspects of his previous work life and he sounded nostalgic about what he’d left behind. 
I guess the fact that, you know, I’ve got a sort of a … happy married life, that would help. 
You don’t have to go and live on your own. When you’re missing the company of being with 
the blokes at work, I didn’t need to… a little bit you miss, certain of those projects were 
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quite a challenge for the group, you’re working on (it) and it had to be ready by a certain 
time.  You miss a little bit of that, but, no, no…  There was also a lot of pressure with that, 
too, so the fact that you didn’t have that pressure was good.  
Mason gave himself a six out of seven for his handling of life to that point. About life 
stresses in the subsequent 12 months, he chose seven and said: Well, I guess when you get to my age 
you never know what’s around the corner, but not being, sort of, unduly pessimistic in that regard, 
I, ahh, don’t anticipate any change that I can’t adapt to or manage.   
I think I've been very fortunate, Liam said at the start of his interview. Several findings of 
this study support his opinion. Although he had no education beyond high school and has had 
cancer, Liam said that getting by on his income was ‘easy’, he assessed his health as ‘excellent’, he 
reported no diagnoses or treatments for chronic ailments in the previous year, he was among the 
most physically active of those interviewed, and his SOC-13 score of 86 was the highest in this 
study.  
At just over 82, he shared with his wife and a small dog a well-furnished condominium with 
a balcony overlooking a bit of forest near a university in Brisbane, one of two properties he 
mentioned owning. They were anticipating a move to a retirement facility that he considered, based 
on previous business experience with building and managing such places, to be well done. He said 
he didn’t feel old enough to be moving to a retirement village but expected that he would adapt 
without difficulty. His assessment of his ability to deal with change to that point of his life was a 
seven out of seven and his expectation of being able to cope with events in the subsequent year was 
the same. 
Liam’s life has not, however, been free of stress. In 1993 he had been diagnosed with non-
Hodgkin lymphoma and underwent surgery and chemotherapy. In 2001, a recurrence led to another 
six months or so of chemotherapy. Trust in his doctors and in modern medicine appeared to be a 
health resource for Liam and one basis of his sense of coherence. So was physical activity. Asked 
about the difficulty of that treatment, he said: 
Well, chemotherapy is always pretty nasty and you end up terribly weak and debilitated for 
a while, but your strength gradually comes back and I've made a point of being as healthy 
as possible ever since and doing as much exercise as I think I should do.  … even before I 
was, ah… I found that I had this lymphoma, I used to go to the gym and was healthy before 
that… but, uh, that became difficult while I was on chemotherapy, I got gradually weaker 
and I had to ease up a lot, but soon as I finished with the chemotherapy on each occasion, I 
got back into my exercise routine and I've been fine ever since. 
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At the time of our interview, he said he wasn’t worried about cancer: I don't worry about it, but 
every year I get a CT scan and, ah, get monitored by doctors and so on and, ah, I'm quite happy 
with my health, ah, as a result of that. 
Another health resource for Liam was support from his family, including his oldest son, a 
radiologist. He has been very good in watching my health and any other medical problems. All four 
of his children have been very supportive, particularly the two daughters … we keep in touch with 
them several times a week. With his wife, Liam stays busy. We run two houses, and we continue to 
do that. And we do a lot of overseas travel and that sort of thing and we keep ourselves very active, 
and I think that's good for you.  
The worst life event of the previous five years for Liam was a downturn in the stock market.  
Just before a crash in the market, he and his wife had sold real estate and bought shares. 
I guess that was a bit of a dent in my future finances, but, ah, it's going along alright, I 
mean… I guess you could say that was a bit of a worry, but I never let these things, you 
know… I'm fairly fatalistic, I think. Yeah, things go wrong, you've gotta battle your way 
through them. That's what I've always done in life and in business and so on. (And it's 
worked?) Yeah.  Well, I refuse to let anything worry me too much.  
Liam was, as reported earlier, one of those in the top third of these 36 participants in all 
three components of the SOC, comprehensibility, meaningfulness, and manageability, and he 
seemed to confirm Antonovsky’s expectation that those with such scores would view the world as 
highly coherent (Antonovsky, 1987, p. 20).  
Key sources of health from interview data 
During interviews physical activity was mentioned more often than any other health 
resource. This was to be expected, of course, since questions about PA were asked. However, there 
are indications that other factors contributed to the frequency of references to PA. My first research 
question was about the health resources participants had used for health and whether variations 
could be seen when comparing those in different SOC-level categories. These data show that 
variations in PA levels were present and that those variations favoured participants with higher SOC 
levels. For example, those in this study whose overall SOC-13 scores were in the middle and high 
ranges spoke more often, at greater length, and more positively about having used PA as a health 
resource than did those with lower scores. Comments of participants about physical activity were 
grounded in practice. There was a clear association between SOC levels and physical activity 
measured by accelerometers. Average daily steps taken by those in the top two groups were almost 
the same at just under 7,000, while those in the lowest SOC group averaged about 5,800 steps. 
Minutes of moderate to vigorous physical activity during a week of measurement totalled 319 for 
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the highest SOC scorers, 247 for the middle group, and 187 for the lowest scoring group. Therefore, 
the top group engaged in 22.5% more MVPA than the middle group and 41 % more than the lowest 
scoring group. 
 
 
Nine of the 12 in the top one-third of SOC scorers had weekly MVPA totals that exceeded 
the recommend minimum of 150 minutes per week. With MVPA totals for a week ranging from 
335 to 565 minutes, their median MVPA level was 328 minutes. The week’s MVPA median for the 
middle third of SOC scorers was 231 minutes and for the lowest third, 179 minutes. 
Additional sources of health: from surveys 
For this study’s participants, characteristics associated with higher SOC levels also included 
being male, having reached education milestones, and living with another person.  
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Gender and living circumstances – Although only 12 of the 36 were male, 7 of the highest 
12 SOC scorers were male. Only two of the top group of SOC scorers were living alone while all 
but two of the lowest 12 scorers were not living alone. In this lowest-scoring group had a median 
age approximately eight years above the median age of the other two groups. Those living alone, all 
but two of whom were female, had a median age of 79 years. Those living with a spouse, partner, or 
housemate had a median age of 70 years.  
Educational attainment – Only one person in the lowest scoring group held a university 
degree (8%) and four claimed no education beyond high school. Only one in the middle group had 
no education beyond high school while seven held university degrees (58%), four of them 
advanced-level degrees. In the top SOC group, nine held university degrees (75%) and six of those 
were advanced-level degrees. However, the highest SOC scorer of all, Liam, claimed no certificate 
or degree beyond high school. 
Self-rated health (SRH) – Believing themselves to be healthy may have been a health 
resource for those in this study. Only 6 of the 36 rated their health as ‘fair’ or ‘poor’. The remaining 
30 choose ‘good’, ‘very good’, or ‘excellent’, making up 83.3% of the total. Census survey figures 
showed that fewer Australians 65 years of age and above, 72.1%, chose that high-level assessment 
of their health in 2011-12 (Australian Bureau of Statistics, 2013). 
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CHAPTER 5: Component scores: Results & Discussion 
SOC component scores, significance and utility 
Debates about whether the appropriateness of analysing and drawing conclusions from 
scores compiled in response to SOC-13 or SOC-29 questions identified by Antonovsky as being 
related to particular components of the overall score were outlined in the Literature Review section 
(see pp. 18–37). Although Antonovsky had begun by seeing the SOC concept as ‘a unitary one’ 
with inextricably linked components, by the time he wrote his second book, his views had changed 
to the point that he described in detail SOC types that emerge ‘when we dichotomize each of the 
three components (1987, p. 20)’. Data from this study, I found, produced information about GRRs 
or health resources when considered both in comparisons of overall SOC-13 scores and in 
comparisons of scores on items identified by Antonovsky as being related to comprehensibility, 
meaningfulness, and manageability. This information from the two approaches furthered the 
purpose of this thesis: the exploration of resources study participants drew upon in order to lead 
healthier lives. 
Antonovsky studied participant responses to SOC items by considering comments from 
groups made up of high scorers, medium-high scorers, and low scorers (1987, p. 18). This strategy 
was applied in this study as an attempt to level out individual-score variations attributable to 
temporary deviations. In this chapter, results are those derived from replies to items related to the 
three components of the SOC. In each analysis, participant results are grouped in lowest, middle, 
and highest categories. In each component section, I report all the comments deemed to be related 
to each one, C, ME, and MA. In some cases, participant comments are used more than once because 
they had relevance to more than one component.   
Comprehensibility  
Antonovsky identified 11 items as being related to comprehensibility, labelling them ‘C’ in 
the SOC-29.  Six of these were included in the SOC-13. All participants marked choices numbered 
one to seven for all the items. The maximum C score in this study was, therefore, 42 and the 
minimum was six. 
 
Top scorers on C 
The top third of scores on SOC-13 items related to comprehensibility ranged from 34 to 31. 
These scores were posted by James, Mason, Logan, Natalie, Liam, Benjamin, Owen, Lily, Oliver, 
Chloe, Amelia, and Jackson.    
Among those scoring highest on the comprehensibility component of the SOC-13, the most 
frequently mentioned health resources were financial stability, physical activity, self-confidence 
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derived from experience, secular faith, and support from family and friends. One, Oliver, seemed to 
be a unique or special case. 
Physical activity 
Thirteen participants mentioned PA in ways indicating that it had been a health resource 
related to comprehensibility and seven of these were among the top scorers in C items.  
 Lily, for example, who was fifth highest in accelerometer-measured MVPA, said, I’m at the 
gym every morning…. I always come home feeling so good.  And, certainly, less stressed.  
Chloe said that throughout her life PA has had a significant role. She played several sports 
competitively in her younger years, continued with club tennis and other sports through her adult 
life, and had moved on to lawn bowling, gardening, and playing with her grandchildren. Her 565 
minutes of MVPA for a week was the highest in this study. 
Liam, third highest in MVPA, described his PA routine as a means of recovering from the 
effects of treatments for two bouts of cancer: As soon as possible after each bout of chemotherapy, I 
got back into my exercise routine and I've been fine ever since.  
Jackson, who spoke of having done physical work such as house building throughout his 
life, was even more adamant about physical activity as a health resource. Suffering from a 
diaphragm problem that he decided medical treatment was not helping, he began to work intensely 
in a gym for two hours a day, five days a week, to strengthen his diaphragm. About physical 
activity, he said, Well, I, I reckon that’s what cured me.  
Benjamin also used PA as a resource for being as healthy as possible. Diagnosed with 
cerebral palsy when he was young and wanting to slow as much as possible the progress of that 
degenerative disease, he intensified his physical activities because, he said, I knew I needed to be fit. 
Lily, Chloe, Liam, Jackson, and Benjamin, then, reported finding PA to a health resource 
that contributed comprehensibility through giving them the sense that they could exert a degree of 
control of their lives. 
Self-confidence or self-reliance derived from experience 
Both Jackson and Benjamin provided examples of what appeared to be, for them, inner health 
resources that manifested as self-confidence, self-reliance, or self-trust. Jackson was so confident of 
his own judgment that he rejected medical advice concerning what he described as a frightening 
health problem, and he seemed proud that the decision to use physical activity to heal his diaphragm 
was his own: That’s what got the diaphragm going again… There was nobody else involved. I just 
decided to do it myself. Benjamin was 79 at the time of his interview, and his MVPA measured for a 
week was among the lowest totals, 12 minutes, but he was able to move around his residence 
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without a wheelchair and he recalled with pride his bike racing, running, and weight lifting in 
earlier years. As a weight lifter, he said, he eventually was able to succeed in doing something only 
a few strong humans can do: raising and jerking my body weight above my head.  
Amelia seemed to have turned a difficulty into a source of inner strength. She described 
herself as quite strong, really strong and identified what must have been painful childhood 
experiences as being a source of inner strength: I've gone through… well, I've had to because since I 
was a child…  because, um, my mother was an alcoholic, and I lived through all that.  So, um, I 
think I've just become very strong. 
Less traumatic sources of experience that seemed to have contributed to confidence in 
ability to comprehend and deal with elements of life (making it, therefore, more comprehensible)  
were also mentioned. Liam, for example, discussed a decision he and his wife had made to move to 
a retirement home within a year, and attributed his confidence in the wisdom of that choice to the 
fact that he and a brother of his had once owned and managed retirement homes.  
Logan said that, as a schoolboy, he had been more interested in sport than in studying. The 
influence of a coach, he said, led him to become a part-time student at a technical college, from 
which he got a diploma. Then he entered a university’s civil engineering course and, by putting his 
head down and working hard, he said, he eventually got a master’s degree. Logan’s hard-earned, 
step-by-step successes seem to have been health resources for him in that they moved him toward 
greater comprehensibility, a component of which was more trust in his ability to deal with life 
stresses. Asked about his ability to cope with future stressful events, he said:  I don’t think there’ll 
be any changes I can’t make a reasonable fist of adapting to… (I’m) probably better at adapting to 
change now.  
Support from family and friends 
Owen indicated that a health resource for him had been the support he had received from his 
family during his long struggles with medical problems and recovery. Lily’s every-morning trips to 
the gym, she said, were not just for the physical activity: One of the reasons I go is for a chat to (a 
friend). Her husband seems to have been a health resource for her. She described her him as great 
and said she has talked with him more than anybody. Amelia acknowledged that friends have been a 
health resource for her: I've always had good support when anything's happened. I've been lucky 
that way; I've got some wonderful friends and they're always there at times of trouble.  
Secular faith 
Various kinds of secular faith (by which I mean to indicate non-theistic faith in people, 
systems, or processes) seem to have been health resources for three in this group. James, who 
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indicated that he lacked financial security, said he was soldiering on with the help his faith in the 
teachings of a self-development organisation that helped him re-frame his situation: 
The way that I finally became okay with it was to stop worrying about the immediate result, 
which was lack of money and just say, ‘Well, lack of money is really one small part of my 
life’, and… take a longer-term view. And then I did that. Uum. The result … the problem 
didn’t go away as such. I didn’t suddenly (snaps fingers) get better financially (chuckles). 
But I did feel better, and, ah, now … I’m, I’m just finding that the problem about money or 
lack of money is not a problem any longer, and so, effectively, I’ve solved that problem. 
One might wonder about the enduring effects of this ‘long-term view’, but at the time of our 
interview, James perceived his financial situation to have become more acceptable because of his 
faith in the teachings of a self-help training organization.  
Liam spoke of having faith in his doctors and in the medical treatments he received for his 
cancers. Owen, who talked at length about a series of serious health crises in recent years of his life, 
indicated that his sense of comprehensibility involved trust in the many medical professionals with 
whom he had been involved.  
Financial stability 
‘Money and cultural stability’, according to Antonovsky, are salutary factors that help 
people cope ‘no matter what the stressor’ (Antonovsky, 1990a). Four high-comprehensibility 
scorers indicated that living on their incomes was not difficult. Among them were Liam and Owen. 
Liam spoke of owning a second home on a beachfront and of being able to take in his stride losses 
on shares or stocks. Owen described living on his income as being not too bad. Given the 
executive-level work situations he spoke of having occupied before retirement and the 
neighbourhood and home in which he lived, financial security may have been, for Owen, a health 
resource conducive to comprehensibility. Natalie described living on her income as difficult some of 
the time. 
A health deficit for Lily, who said her own financial situation was not too bad, seemed to be 
the financial situations of her two daughters and their families. She described the employment 
situations of her sons-in-law as uncertain.  
And I guess the financial downturn that happened last week …  caused me, sometimes, to lie 
awake at night just wondering where it was all heading.  One family just had another little 
baby, unexpectedly, and, ah, so that’s just another stressor … 
She had a few days of uneasy feelings in her chest, as if adrenalin (had been) racing all the 
time, Lily said, until she was able to shift her focus: I’ve sort of talked pretty sternly to myself, 
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realising that what I’m projecting probably, probably will happen, but it hasn’t happened yet, so 
I’ve just got to live in the present.  
Her ability to shift her attention to the present may have been aided by meditation, which 
she identified explicitly as a health resource, saying that’s been one of the techniques that’s 
probably helped me quite a bit. 
A special case 
Oliver seemed to be, in this 36-person study, a special case. Near the top in rankings of both 
overall SOC-13 scores and scores on its comprehensibility items, Oliver professed to have had no 
serious difficulties in his life beyond losing his parents, which he saw as non-traumatic since their 
deaths were anticipated events. About difficulties he had experienced in his life, he said: Nothing 
untoward that I can think of at all. Family and friends would be there for him, he said, should he 
ever have a crisis. But, ah, no, family, good friends. … Ah, it’d be there if I needed it, but I never 
had to rely on anyone.  Never been in a situation where I needed to, I suppose. He said he 
anticipated no difficulties he couldn’t handle well in the subsequent 12 months: Just carrying on as 
normal.  
Although Oliver seemed calm and his comments were consistent and reasonable, I found 
them puzzling. Was unpredictability the only stressor in his life? Had he lived a predictable, nearly 
stress-free life? If not, had denial been a health resource for him? Reflecting on my own 
puzzlement, I concluded that Oliver’s statements about his life offered a challenge to one of my 
implicit assumptions, that all living human beings are forced to deal with difficulties. I took some 
comfort in reading that Antonovsky had some similar reactions to people that caused him to 
consider how to distinguish between genuinely high SOC and fake or inauthentic SOC. At any 
given time, according to Antonovsky (1987), ‘there are people who insist that just about everything 
is comprehensible, manageable, and meaningful’. He confessed to ‘a sneaking hope’ that such 
people would just ‘go away’. However, he decided against simply omitting from consideration the 
four or five percent of respondents who ‘gave the high-SOC response to almost every item’(p. 25). 
Middle scorers on C 
The middle group had C scores ranging from 30 to 26. They included Abigail, Hannah, 
Nora, Noah, Charlotte, Gavin, Stella, Elizabeth, Grace, Evelyn, and Alice. 
Mentioned during interviews as life-enhancing factors in the lives of those in the mid-level 
of comprehensibility scorers were family, friends and neighbours, religious faith, physical activity, 
work, self-confidence or self reliance derived from experience, financial stability, and enjoyment or 
pleasure. 
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Family, friends, neighbours 
Being part of a large family became a health resource for Nora after a stroke (the big thing 
that happened), which she suffered when she was in her middle 60s and working in Sydney. That 
stroke and, later, a second one forced her to retire and move back to Brisbane to be nearer family 
members, including her mother and several siblings. They were, she indicated, a health resource 
both when she first returned from Sydney and later, when she had to move into the retirement centre 
where she was living when we talked.   
I couldn’t have done it on my own, I know. … I was fortunate that I arrived here (retirement 
village) and I liked the unit….  that helped a lot, when I found something that I liked that I 
was able to afford. And, ah, yeah. So that was a big, big plus for me.  
By contrast, Gavin, who had lived in the same building for 16 years at the time of our 
interview, said it was neighbours, not family, who were a health resource for him when he had to 
endure a painful debilitating disease that kept him largely confined to his high-rise apartment for 
three months. 
I think if I lived out in the country, I would have been screaming a lot. Because of the pain 
and ah… Fortunately, I have good neighbours who were willing to take me places … they 
did my shopping. Ah, they cooked meals for me. (laughs) … They were people here in the 
building. We’ve got quite a nice community here, so … [Within this particular building?] 
Yeah. And along the street, ‘cause you get to know neighbours. You wouldn’t think so in the 
block, maybe, in a neighbourhood with a lot of high-rises, but we do get to know each other. 
Most people here go for walks. 
Gavin’s view of the community in which he lived, it seems, contributed to his sense of 
comprehensibility. 
At the stage in her life when she and her husband were living on an isolated cattle property 
in New South Wales, Grace would probably have had a similar appreciation for neighbours. Out in 
the country, she said, You’re on your own… It was just … you and your neighbours. At the time of 
our interview, however, she did not see her retirement centre neighbours as comprehensibility-
building resources. She said: 
I find that I’m not getting the mental stimulation here. Now, that sounds terrible, that sounds 
terrible, but… one of the problems now, here in this village, is that people are coming in too 
old. … I …yeah… just can’t have a conversation with (them).  
Fortunately, Grace had other options. I belong to two writing groups … lovely people I can have a 
conversation with. Writing novels and conversing with other writers, then, seemed to be two ways 
Grace had of finding comprehensibility in her life. 
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Stella said her primary resources for coping were friends, keeping busy, and being open 
about her life.  I’ve always had friends and family, she said. And I talk. … I don’t bottle things up. 
Let it all hang out. At the time of our interview, she was attempting to cope with the recent 
departure of a male partner who had moved overseas.  
Religious faith 
Two women who had C scores of 26 told dramatic stories of faith in God. One was Grace, 
author of four books (crime and romance), who said she benefitted from divine intervention decades 
earlier when she was going into labour with her first child. She and her husband lived on an outback 
property in New South Wales then and they were marooned, surrounded by floodwaters. Facing the 
prospect of giving birth without medical assistance, she was saved after a military rescue boat had 
to make an emergency stop for repairs at the nearest small town.  
Oh, yes, oh, yes, I was in labour. … But it was God’s hand … because the army duck was 
going through … to Moree … (but) it … had to come (in) to find a garage to straighten the 
propeller. Well, the doctor, as soon as he heard the duck was in town, he commandeered it 
and went out to rescue me. 
For a believer or follower, according to Antonovsky (1979), faith in God or even in a 
political party ‘makes everything comprehensible, at least affectively’ (p. 127). Faith, at that time in 
her life at least, seems to have been a health resource for Grace. And Evelyn indicated that it had 
been for her, too. Her faith in a loving God, she said, sustained her through family tragedies and 
other difficulties for nearly 82 years. That faith had been shaken, though, by the experience of being 
shocked by a malfunctioning pacemaker 60 times in succession. The shocks, she said, were going 
through my body, and it was just like being kicked in the chest by a horse. By the time it was 
switched off in a hospital, I was in a terrible state…. And… I had terrible post-traumatic stress. 
Now, she said: 
It’s very, very hard to have … to keep my faith. Because my faith was always a loving God. I 
always felt God was there. There would be difficulties along the way, but somehow, He 
always answers my prayers (pause). But, it’s very, very hard to hang onto that now. But I 
try. I go to the service here not often. I find it difficult, going into church. But I … I’ve still 
basically got (pause) a, a bit of faith. 
Whether faith remained a health resource for Evelyn at the time of our interview was not 
evident to me. However, the belief she’d held concerning the God-directed benevolence of 
existence through much of her life may have contributed to her scoring higher on the 
comprehensibility items of the SOC-13 than she scored on either manageability or meaningfulness 
items. 
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Although Abigail didn’t speak directly of her Catholic beliefs, she credited her parish priest 
with helping her recover from the shock of having a houseguest, someone she’d met only three days 
earlier, commit suicide in the garage of her home. Abigail said that she was both upset and very 
angry at the time that it happened. She found, however, both external and internal resources that 
helped her get past that crisis. I had a lot of help from others, from my parish priest, from friends, 
and, ah… I think, from within myself, too, ultimately. 
Abigail told of what she perceived to have been divine help, actually, when her terminally ill 
mother needed a nursing home bed where none was available, until, she said, her mother’s sister 
died, thereby making a bed available. 
A fourth person for whom religious faith seemed to have been a health resource was Alice. 
As a ‘junior office girl’ she had been so intensely shy that she had difficulty working except when 
she was alone. Recalling that period of her life, she said, Even talking about it now, I kind of feel 
…eauuw! [A sound that I interpreted to imply discomfort, embarrassment, or queasiness.] … I think 
(pause) that it was actually my Christian faith was the only thing that got me through....  Later, a 
pastor of her Anglican church was instrumental in getting her to enrol in nursing school as a mature 
student.  
Religious faith, then, was important to the sense of order that helped to sustain four women 
with mid-level degrees of the sense of comprehensibility. 
Physical activity 
Physical activity seemed to be much less of a health resource for this mid-level group than 
for the highest scorers on C questions. Only three in this third of C scorers spoke of doing any 
physical activity as a health resource related to comprehensibility, and one of those, Hannah, 
emphasised her dislike for it. She saw no benefit in physical activity as a means of dealing with 
difficulties in life, although she engaged in some PA every day. She said she walked slowly, found 
that boring, did it only because she believed she should do so for the sake of health. She said she 
timed herself in order to do the absolute minimum recommended: Half an hour (slaps hands 
together), that’s it! Sit down and read (laughs)! 
Despite a life-long problem with recurring bouts of depression, plus prostate cancer and 
other physical problems, Noah, at the time of our interview, described himself as benefitting from 
continuing to be a bike rider and a gardener. Abigail, while dealing with a visitor’s suicide in her 
home, found healing, she said, in light physical activity, taking long walks with her dog and sitting 
quietly in parks. 
Work 
A health resource for Alice, whose youthful anxiety attacks seem to have devolved into 
depression in adult years, was a type of self-confidence that seemed to have two sources: persistent 
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trust in her own mental acuity and, later, academic and work successes. She’d always made good 
grades in school, she said, so she never doubted her mental abilities. She had doubted her ability to 
return to classroom study when she was in her 30s and entering nursing school, but, upon 
graduation, she earned the highest marks, state wide, on a nursing certification exam. Alice went to 
work in a hospital and eventually moved up to a position that required her to supervise more than 70 
emergency-room staff. Eventually this job proved too stressful for her and she was hospitalised for 
clinical depression. She believes she got two benefits from that hospitalisation: group-therapy 
sessions that helped her social self-confidence, and an introduction to computer use. Later, still 
trusting in her ability to learn, she took computer courses, became competent in their use, and found 
less stressful, computer-based work that allowed her to use her knowledge of medicine. By the time 
of our interview some years later, Alice had, it seemed, used one health resource, confidence in her 
mental capacities, to reach another health resource that helped her lead a comprehensible life: useful 
work that was, for a time, of a sort that Antonovsky might have described as having a proper over-
load, under-load balance. 
Work that was intense enough so she could use it to distract herself from grief, Hannah said, 
was a means of getting past the death of her grown son. She said she declined the professional help 
of grief counsellors even though, as a widow, she was alone at the time. About the death of a child, 
she said, That’s the most awful thing that could happen to you. It really is. But she also said that she 
was not a great believer in counselling because I don’t think anybody else can really help you with 
that. What did help her with her grief, she said, was her job at a university; she immersed herself in 
her work. 
Self-confidence or self-reliance derived from experience 
Hannah expressed pride in her ability to be self-reliant. She spoke negatively of how others 
in her retirement village had to depend on relatives to take care of their financial transactions, 
something she said she had been responsible for even while her husband was alive. 
I have hardly any family here, really, so you have to cope on your own. There’s no point on 
relying on other people. … I’m fortunate that I can, uh, do it all myself, really. I don’t know 
what I’d do otherwise.  
She had been described by a friend, she said, as a survivor. 
Nora told about having to leave a work situation because of two strokes. In the time since, 
while dealing with the aftermath of those strokes, it appears that her self-confidence has increased 
and become a health resource for her. Asked if she’d found help within herself in dealing with 
illness and related disruptions in her life, she said, Yeah, I think I did. I truly found health inside 
myself, really. About how she assessed the way she had dealt with difficulties in her life to that 
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point, she said, I think I have dealt with (life) pretty well. And, about her expectations for dealing 
with difficulties in the subsequent 12 months, she said, I think I’m able to adapt to most things.  
Financial stability 
Only one person in this group of participants scoring in the mid-level of C scores spoke of financial 
security in a way that suggested that money was a comprehensibility-assisting health resource. 
Noah said he and his wife have always enjoyed travelling and that, when he retired before his 60th 
birthday, We were set up …  money-wise. On our survey, he described his ability to get by on his 
income as easy.  
Enjoyment or pleasure 
Enjoyment seems to have been one source of Hannah’s sense of comprehensibility, and 
there had been a time when she enjoyed PA. Decades earlier, playing tennis regularly had been an 
intense pleasure for her. At the time of our interview she said she enjoyed reading and doing 
puzzles. I do a lot of reading and crosswords and puzzles, not to ward off Alzheimer’s, just because 
I enjoy doing them.  
Lowest scorers on C 
Few of the lowest scorers on the C items of the SOC-13 spoke of factors in their lives that 
seemed related to strengthening comprehensibility. Two spoke of aspects of their lives that seemed 
likely to have diminished comprehensibility. 
The lowest scorers on items related to comprehensibility had scores ranging from 26 to 17. 
They included Isabelle, Audrey, Madeline, Ethan, Ava, Olivia, Landon, Emma, Claire, Violet, Ella, 
Lucy, and Lilah. 
Among the lowest scorers on the comprehensibility component of the SOC-13, the most 
frequently mentioned health resources were physical activity, family, friends, neighbours, 
values/philosophies (care for body, stoicism, maturation), health deficits. 
Physical activity 
Ava spoke of expecting that she would, someday, be able to ski again. She spoke explicitly 
about her dependence on PA, which seems to have been a health resource directly related to her 
sense that life could be comprehensible. Others in this lowest-level of C scorers,  however, seemed 
to have used PA largely as a way of making social contacts. Audrey’s involvement in competitive 
swimming, described in the section on meaningfulness (see below), seemed to have contributed also 
to comprehensibility and a stronger sense of coherence in later life by providing both physical 
activity and friends. Much the same could be said for Lucy. Recently widowed and 76 when 
interviewed, she had the next-to-lowest score on the C items. She valued highly, she said, physical 
activity in the form of walking with a group. I love it. I love that, she said, adding: Physical activity 
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is so important to me…. I’m out nearly every day. I’m out every day of the week. Physical activity 
was, then, a health resource for her, but when she spoke of being ‘out’, she was also referring to 
another source of health for her: social contact. I play bridge at least one day a week and I do 
quilting with quilting groups, so I live a very, very active life.  And that’s what… Connecting with 
all those people helps you so much.  
Family, friends and neighbours 
Audrey recalled that she and her husband had a happy married life afterwards, when he 
retired from the military at the age of 60. He died five years later. Still, a theme of Audrey’s story 
was the importance of family as a source of comprehensibility for her, during the war years, after 
the war and her husband’s retirement, and during widowhood. She also described how she had gone 
to work at the age of 81 to help her youngest daughter start a business that became highly 
successful. This effort on her part, she said, was really appreciated by my family and seems to have 
strengthened her sense of herself as a part of an ordered world.  
Lucy credited her friends with being more helpful than professional counsellors at the time 
of her husband’s death. After two operations that took quite a bit of getting over, she said, she 
received great support from my family. She had three children living in Brisbane. Ultimately, 
though, Lucy felt that getting through recovery depended on her own initiative. I just knew I just 
had to get out there again, … it’s up to you, what you do… (pause)… (my children) know to leave 
me alone, to let me have my… (laughs) … I’m always on the move.   
Values/philosophies: care for body, stoicism, maturation 
Ava’s story of using exercises, ingenuity, and determination to get through a crisis brought 
on by the need for hip-replacement surgery is told elsewhere in this thesis. It is a story with 
meaningfulness and manageability elements, but comprehensibility was implicit in this statement of 
her values that she said she derived from her family as she was growing up: I think that I have an 
overwhelming belief that we need to do the very, very best with what we have. This is our only body, 
so we don’t trash it, you know. This firmly held belief, then, served as a health resource for Ava and 
contributed to her sense of comprehensibility.  
Claire, an 85-year-old cancer patient who was struggling with health issues when she was 
interviewed, told a complicated story of bad fortune, family, and stoicism. She felt life had been 
unfair to her. ‘To the extent that one has a high sense of manageability’, according to Antonovsky 
(1987), ‘one will not feel victimized by events or feel that life treats one unfairly’ (p. 18). Dealing 
with treatments from two operations and the tensions of waiting for pending test results, Claire 
registered the lowest score on the manageability component and the second-to-lowest overall SOC-
13 score. Asked if she felt she had had bad luck, she replied, Yeah, I reckon. I reckon some people 
just sail through life. Among several factors supporting her belief that she had been less fortunate 
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than others, she listed the death of her brother and best friend, who was killed in World War II two 
weeks before his twenty-first birthday. One SOC-13 question asks: ‘Has it happened that people 
you counted on disappointed you?’ Claire chose the most negative response: ‘always happened’.  
Despite her health situation and the negative life events she recounted, however, Claire did 
not seem to me to be especially self-pitying. While expressing her belief that fate had dealt her an 
unfair hand and that she could have worse in store for her yet, she appeared calm. She had been 
helpful to our research project by volunteering to ask others to take part in the ‘Time of Your Life’ 
study, a task that required organisational skills and energy. She was planning to continue living 
alone, not being willing, she said, to intrude upon her daughter’s life.  
My daughter certainly has the space and several times she’s asked me to go and live with 
her, but I would never do that. I don’t think, ah… I don’t think kids owe their parents a 
living. And I think I would cramp her style, so this is it for me (pause). 
Asked how she coped with that realisation, she replied: Oh, it’s factual, isn’t it? It’s a fact. 
[So you just accept the facts?] Have to. If they’re immovable, you just accept. And reap benefit in 
whatever ways you can. 
A philosophical belief, then, a stoic acceptance of what she perceived to be unchangeable 
reality, seemed to have been a part of Claire’s SOC, providing a measure of comprehensibility. The 
knowledge that her daughter was willing and potentially able to offer her support appeared to be 
another. 
Isabelle said little that I perceived as being related to comprehensibility, but she did speak of 
how her perception of a whopping big scar after an operation on one of her legs changed over the 
years. As a young woman waking from surgery, she found it terrible but, now, she said, It doesn’t 
… worry me a bit. She attributes this difference to a change in values: So that I discovered that 
appearances were important (to me), were more important than they should be. 
Maturing, then, in the sense of moving from superficial to deeper concerns over time, may 
have been a health resource for Isabelle by increasing her sense of herself as having grown beyond 
some superficial concerns. 
Health deficits: Rearing children during wartime, life lived with mother 
The most difficult time in Audrey’s life, she said, was the six years during World War II 
while her husband was in military service and she was alone and caring for one child and then two 
children. Decades later, speaking with me, she became visibly agitated as she recalled that time. 
Oh… I could go on forever about the war, how difficult it was, but you had to get through. 
… The terrible business of hearing, day by day, of the death of a friend. Day by day! 
Comforting their… the family. The bitter… It’s stupid! The stupidity of the war. And these 
beautiful young men dead (pause). Wives. Children without fathers. The war was dreadful.  
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Although she recalls that she had financial help from her parents (Oh, tremendous. 
Tremendous. I realise that now. Tremendous help.), she was a young woman rearing children, with 
no spouse present, with no home, and no furniture. She rented an apartment by the coast 
…hoping that my husband could get some leave and come to the coast. And, ah, it was so 
lonely. And, ah, the children… You know, I loved the children so much, I wanted everything 
for them. And then… well, he did come back from the war. We were very lucky. World War 
II. Six years! Six years of it!  
For a lone parent fearing that her husband might be killed at any moment, this must have 
been a time when reality seemed ‘chaotic, disordered, random, accidental, inexplicable’ rather than 
‘ordered, consistent, structured, and clear’ (Antonovsky, 1987, p. 17). This must have been a time 
of health deficits for her, a time of low sense of coherence and diminished comprehensiveness. 
Emma, nearly 88, was one of five participants whose choices on the SOC-13 put them in the 
lowest third of scorers on all three components C, ME, and MA. On our ‘Time of Your Life’ 
questionnaire, she listed herself as ‘single’ and said she’d grown up, much of the time, in a two-
person family.  
My father was away, he was a seaman and he was away almost all of my growing-up days, 
practically…. So, I was not nearly as close to him as I was to my mother. She was there all 
the time. So, we had to make, you know, had to make decisions, and when she got older, I 
was still there, lived with her until she passed away. 
Among decisions Emma had to make must have been choices that led to her being still there at the 
end of her mother’s life rather than having formed other relationships. That her mother had been 
there all the time may have been a health resource for Emma at times and a health deficit at other 
times. 
Sources of health related to comprehensibility 
Physical activity, participants indicated, served them as health resources in regard to 
meaningfulness and manageability, but more often in regard to comprehensibility. Two 
participants, both of whom scored in the lowest third on MA-related items in the SOC-13, spoke 
of using PA to help manage problems, one by doing exercises according to the orders of doctors 
while he was recuperating from a disease, and another as a way of coping with or managing 
grief. Ten – five in the top level of ME-item scoring levels, four in the mid-level, and one in the 
lowest one-third – indicated that PA added meaning to their lives in ways that ranged from 
intense athletic competition to taking walks to build stamina and be with other people.  
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Thirteen participants spoke of PA as a regular part of their life patterns in ways that seemed 
to enhance orderliness. Seven of these were in the top one-third of C scorers, including, for 
example, a cerebral palsy victim who sought to slow that disease’s effects on his body, one who 
said that playing handball with co-workers during his working years had been a good way to leave 
his mind free to solve work-related problems, and others who spoke of physical activities in all 
stages of their lives from youth onward. It appears that PA was, for these 36, a health resource in 
regard all three SOC components, but was particularly important as a source of health related to the 
strengthening of comprehensibility. 
Social contacts, including family, friends, and neighbours, were health resources that 
appeared to strengthen sense of comprehensibility for 10 participants. Seven spoke of resilience or 
self-confidence derived from experiences earlier in life and four indicated positive influence from 
financial stability. Faith seemed to be an aid to comprehensibility for seven participants; three, all in 
the top third, referred to secular faith (in a self-help program and in doctors or medical systems) and 
four, all in the mid-level third of C scorers, spoke of religious faith. Work seemed to have been a 
source of strengthening of comprehensibility for two. 
There were, then differences, in sources of comprehensibility between the three scoring 
levels on C questions (research question one).  
Meaningfulness 
Antonovsky identified eight items as being related to meaningfulness, labelling them ‘ME’ 
in the SOC-29. Four of these were included in the SOC-13. All participants marked choices 
numbered one to seven for all the items. The maximum ME score in this study was, therefore, 28 
and the minimum was four. 
The scores on the meaningfulness-related SOC-13 items did not allow for division into 
three groups of 12 each. Avoiding the placement of persons with the same scores in different 
groups required putting 13 participants in the top level, 14 in a middle level, and nine in the 
lowest-scoring level. 
Top scorers on ME 
Top-level scores on ME-related SOC-13 items ranged from 28 to 26. Four chose the 
most affirmative answer (7) for each of the four items to score 28: Owen, Chloe, Amelia, and 
Audrey. Five more scored only one point lower: Liam, Lily, Abigail, Nora, and Grace. Scoring 
two points lower than the maximum were Oliver, Isabelle, Ava, and Ella.  
Among those scoring highest on the meaningfulness component of the SOC-13, the most frequently 
mentioned health resources were physical activity, confidence in one’s self and one’s values, social 
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contacts: friends and competitors, family, work, detachment from own dramas, religious faith, 
philosophical orientation: ‘no worries’, values drawn from parents. 
Physical activity 
A return of health at a level he may not have experienced in decades was evidently a 
motivating factor leading Owen to use PA as a health resource. Before he had a heart attack, he 
said, I wasn’t doing anything. …  Ah, no regular exercise, nothing. After having had coronary 
artery stents implanted, he followed doctors’ advice by engaging in a…ahh…pretty rigorous 
program of exercise … at a gym, and also by walking. He knew he had to get my weight down 
quite considerably and my aerobic fitness up. Owen had also endured two operations for 
ruptured disks in his back. A prostate cancer operation left him quite incontinent and this 
problem required him to  
spend a lot of time at a rehab gym doing pelvic floor, that sort of exercise, to get continence 
back … For ten years, I was going three times, sometimes four times a week. To do that. 
With my back, I did the same thing. I went to the rehab gym, doing, ah, flexibility exercises, 
core strength exercises. 
Physical activity, it seemed, had been a contributing factor to the meaningfulness of 
Chloe’s life for many years. A competitive tennis player when she’d been in university and a 
physically active person since then, she spoke happily of successful operations to repair arthritis 
problems in her hands and an equally successful knee replacement. As we sat on the porch of 
the substantial but unpretentious home she shared with her husband, she spoke of gardening that 
the two of them were continuing to do on their grassy lot in the midst of flowering scrubs and 
large trees. She indicated that she had been challenged by the curtailment of her activities prior 
to medical attention to problems with her joints and she said she felt proud of the results and her 
recovery. I’ve taken up the lawn bowls, which I was only off for six weeks. I swim.  I garden. I 
don’t have any trouble climbing stairs or running this large house. We do a lot of physical 
activity in the gardens. Physical activity, then, was still a part of Chloe’s sense that life at 68 
years of age was meaningful. 
Masters Swimming, Audrey indicated, had given parts of her life meaning. Seventy-six 
and one-half years old when interviewed, Audrey described herself as being in excellent health 
and said she had been a swimmer from her earliest days. She had been a widow for nearly a 
decade, though, when she discovered competitive, Masters-level swimming. Always, I was 
swimming. Just ordinary swimming. Then I heard, I heard about the Masters Swimming. And it 
made all the difference to my life. … Oh, yes, it was my life. 
Seventy-two at that time, she found competitive swimming difficult at first, but she 
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persevered until she succeeded. She proudly produced for inspection rows of trophies and blue, 
red, and white ribbons from her races. Crammed together, the ribbons completely filled a metre-
long rod. A part of the meaning of her life, Audrey made clear, was her history of 
accomplishment in Masters Swimming. 
Accomplishment in sport was a meaningful part of Ava’s history also.  Like Audrey, was 
in the top third of scorers on the ME items of the SOC-13, and, with evident pride, Ava told of 
having played high-level competitive sport – in her case, hockey – when she was young: I’ve 
just had so much satisfaction. 
Physical activity was one source of meaningfulness in Isabelle’s life. Slender and appearing 
to be fit at 67, Isabelle said:   
Exercise is a part of my life and always will be. That’s how I got onto this form. I go along 
and I do a circuit-training program.  … And then I do Pilates and … um… some other stuff. 
And I love my walking. And I do singing and I play tennis. 
Confidence in one’s self and one’s values 
Positive self-assessment and self-confidence may also have been sources of health for 
Chloe. She rated herself as a six on a seven-choice scale assessing how well she’d dealt with or 
managed change in her life to that point. And she made the same choice concerning how she 
expected to handle whatever changes lay ahead for her in the subsequent 12 months. 
Amelia was approaching her seventieth birthday in what she described as very good 
health at the time of our interview. This was despite her having been treated for or diagnosed 
with five chronic diseases in the previous 12 months. I asked her what resources she had found 
inside herself. 
I find that I, when we've had a whole lot of problems, that I am quite strong, really strong.  
I've gone through… well, I've had to because since I was a child…  because, um, my mother 
was an alcoholic, and I lived through all that.  So, um, I think I've just become very strong. 
This experienced-based self-confidence seemed to have been a part of Amelia’s strong sense 
of comprehensibility, but it appears to have been, also, a part of her ability to view difficulties as 
challenges worthy of investment and commitment. 
Strong determination to overcome those health issues may have bolstered Owen’s self-
confidence and contributed to his sense of meaning as well. As he spoke during our interview of 
one health problem after another, his posture, tone of voice, and manner of expressing himself 
conveyed the sense that he had viewed each one as a challenge worthy of investment of time and 
energy.  
Lily assessed herself at the highest level for her handling of changes in her life to the 
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time of our interview and expressing the same high degree of confidence in her ability to 
respond well to changes in the subsequent 12 months. Like others, her sense of meaningfulness 
includes a strong measure of self-confidence: I’m pretty relaxed and pretty happy with things … 
I think right now, I’ll be positive and say (there is) nothing I can’t adapt to or manage.  
Despite her sense that she had had to struggle in life, Grace was one of those who scored 
27 on ME items. She spoke of her resilience and self-reliance.  
I’ve been up against various things in my 82 years and I’ve always known… I’ve had this 
resilience, this mind, mindset that if you don’t get up and do something and don’t get up 
and, and help yourself… Nobody else can do it for you.  
Having spoken of a series of negative life events that seemed to add up, for her, to a sense that 
she had been unlucky, this sense of her own resilience may have been especially important to 
Grace. 
Social contacts: friends and competitors 
As important as the physical activity of swimming and competition had been to Audrey, 
she spoke just as enthusiastically about the travel and friendships associated with her swimming.  
I had to go to all of these carnivals. The national titles were in every capital city. So, I’ve 
been to every capital city swimming. And then, Cairns, a big carnival, I’d go to Cairns. 
Gladstone was a big carnival, I’d go there. All, all swimming, so from right down in Hobart 
right up to Darwin, I was swimming. … I made friends. Next time, I’d see them in Perth, the 
same friends. They’re swimming, I’m swimming. 
Three health resources connected to a competitive sport that seem to have influenced 
positively Audrey’s sense of meaningfulness, then, were physical activity, self-confidence 
gained in competition, and social contact with others.  
The same could be said for Ava, who spoke of friendships as one result of her having 
played competitive hockey in her younger years.  
Even now, at the golf club, I’m playing with old hockey people that were my opposition or I 
played with on rep teams, so, you know, the connections just keep happening. I’ve got 
friends all over the world that I’m really, really friendly with, through the hockey.  
Related sources of health identified by Ava were people she seeks out who inspire her. 
I mix with some people I find really inspiring, who… I just look at them and I think, ‘Wow, I 
think I’ve got a difficulty… and look at what they’re dealing with and getting on with it.’  I 
think surrounding yourself with people that you find inspiring is really, really helpful. It’s a 
good thing to do.  
Ava and Audrey, both having been competitive athletes at relatively high levels, were 
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alike in having been positively influenced toward the sense of meaningfulness in life by three 
health resources: physical activity, self-confidence derived from successful competition, and 
social contact with others. 
Detachment from one’s own dramas 
After speaking for several minutes about his health setbacks and subsequent struggles with 
recovery, Owen said, And that’s about all, I think. Then, with a laugh, he added, It’s about enough, 
isn’t it? From this seemingly ironic statement, I concluded that a health resource contributing to 
meaningfulness for Owen may have been an ability to view his situation with a degree of 
detachment that allowed him to imagine how his story might sound to others. The ability to step 
back, mentally, from his own life dramas may have been a health resource for him. 
A similar sort of detachment from his own dramas seems to have been a resource for 
Liam. Asked to describe his feelings at the time he was diagnosed with cancer, he said: Well, I 
just dealt with it, ah… I didn’t have any great worries. I’m pretty fatalistic about a lot of these 
things and I just (pause) carried on as best I could and coped with it all. A philosophical 
orientation that placed little value in worrying about future events seems to have been a part of 
Liam’s sense of meaningfulness. 
Religious faith 
Religious faith seemed to have been a part of Abigail’s sense of meaningfulness in life. 
She and her father had taken care of her mother following a series of strokes, but eventually it 
became impossible for us to do that here and she had to go into a nursing home. Asked what 
sort of help she had received at that time, she said: 
Well, I think we had divine help, actually, because it was almost impossible to get a bed in a 
nursing home, and her sister actually died at (a nursing home) and she got (her sister’s) 
bed. It was just incredible, that it happened the way it did.  
She seemed to be using the word ‘incredible’ in the paradoxical sense, indicating a surprising event 
that lent to her life additional credibility and meaningfulness. 
Work 
Owen’s health resources related to meaningfulness seem to have included work that he 
gave up only reluctantly because of health issues. He spoke of having held high-level positions 
in academia, doing work that, although it was stress-laden, he gave up only reluctantly after his 
first heart attack. 
Values drawn from parents 
Some childrearing and cultural patterns, according to Antonovsky, can contribute to 
experiences that build up GRRs or health resources (Antonovsky, 1979, p. 152), and Ava believed 
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she had benefitted from values she learned from the family in which she grew up. She expressed 
hope that she had passed those on to her children. 
I think my mum and dad were really good role models. They were active, very involved-in-
the-community people, and so I saw the importance of that…. I believe that the values that 
are a part of a family when you are raising children, they will be tested and you will wonder 
about them, but when it absolutely comes to the crunch, where it does really, really, really 
matter, that’s where those values, hopefully, will come through, and I believe that. 
Confidence in the efficacy of cultural and ethical values of families, transmitted from parent to 
child, then, seemed to have been a part of Ava’s sense of meaningfulness. 
The mid-level scorers on ME 
Fourteen participants had ME-item scores ranging from 25 to 22. They were Logan, 
Jackson, Noah, Lucy, Mason, James, Gavin, Alice, Natalie, Charlotte, Olivia, Madeline, Evelyn, 
and Claire. 
Among the mid-level scorers on meaningfulness-related SOC-13 items, health resources 
most often mentioned were physical activity; confidence in one’s self and one’s values; faith, 
religious and secular; and family and friends. 
Physical activity 
Logan, who said he had been into exercise all my life, used PA as a means of recovery from 
cardiovascular and back problems, beginning with a clinic-prescribed exercise program. 
I came away with a gym program and a cardiovascular program and, ah, I got over that. 
Took me about seven months of serious exercise to get enough strength in the core ….  And 
now I don’t have any pain. … You don’t have to convince me that regular exercise is an 
absolute necessity for maintaining a healthy lifestyle.  
As noted earlier, Jackson made an assessment of an adverse health situation he faced and 
made rational decisions to use exercise to cope with a diaphragm problem – I just decided to do it 
myself – thereby restoring comprehensibility to his life. By helping him get past initial panic – I was 
totally stressed out –  PA seems to have played an emotional role for Jackson as a health resource in 
support of meaningfulness. 
Noah described a psychiatric treatment that included electrical impulses to the brain that he 
believed had helped him get past persistent, recurring bouts of depression. But, in addition, both 
physical activity and meditation seemed to have been health resources for him by providing other 
ways of avoiding depression as well as helping him through treatment for several physical diseases, 
including prostate cancer and progressively worsening arthritis. Although he had been forced to cut 
back on the intensity of physical activity during various stages of his life – from playing Australian-
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rules football and baseball as a youth; to long-distance running as an adult; and finally to bike 
riding, walking, gardening, and home maintenance by the time of our interview – he said his mental 
state is still helped by physical activity, however modified it may be. 
I get on a bike and I pedal … I always find the time, at that level … of fitness… I can, well… 
get out of a mood… the way I can walk around … each day…  I went out and I cut back my, 
ah, camellias for an hour up on a ladder this morning, and I started on doing the glass on 
the various doors and windows here and they're just about cleaned and the other ones, too… 
I'll do those progressively over a period of time.  
Physical activity seemed to have been a health resource related to meaningfulness for 
Natalie. Having described extensive weekly PA routines including leading walking groups and 
doing resistance training, she agreed with my opinion (stated at the end of our interview) that PA 
makes a difference to one’s health and added: Ah, and your whole outlook on life. Yeah, it seems to 
give you more endorphins or something … yeah. It’s stimulating.  
Physical activity may have been a health resource for Evelyn at one time. Earlier, while 
living in Africa, she had played tennis, she said, and I used to do quite a lot of swimming. That 
stopped after her wheelchair-bound son drowned in her family’s pool. I couldn’t go back into the 
pool after Kevin died there. 
Confidence in one’s self and one’s values 
Based on both experience and philosophical belief, self-confidence seems to have been a 
meaningfulness-related source of health for Charlotte, who said she believed she had coped well 
with the difficulties of moving away from her family and hometown, Canberra, to a small and 
inhospitable town and then, later, to the Brisbane area. She offered a somewhat stoic explanation for 
how she was able to make those changes. 
I think it gives you strength, your background, your other experiences that you've had in 
your life that help you cope with things…. You have to adapt or you go downhill. You have 
to just pick yourself up and get on with it. 
Natalie described an active volunteer life in which she was engaged and she expressed 
confidence in her ability to cope with difficulties. Well, most situations that I find difficult, I can 
gener  … I can generally, um, do my own mind talk to make it into a positive situation. 
Although this statement seemed to me, at first, to be about self-suggestion of a 
questionable sort, as she explained, I realised that another meaning was intended. Natalie 
seemed to base a part of her sense of meaningfulness on confidence in her ability to make 
emotional sense of events and move toward the best available resolution of difficulties in a 
particular way. She believed in her ability to perceive the outlooks and expectations of people in 
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conflict situations (even when she was personally involved), to find points of agreement or 
common interest, and to resolve situations in the best possible way for all concerned. 
At the time of our interview, Claire, who described life as hard, was struggling with 
cancer and feeling deeply insecure. The desire to continue living and trust in inner strength 
seemed to have been the main remaining health resources related to meaningfulness for her. 
Look, I live … It’s six months now. I have to see if I’m in remission. The tests and things. … 
I’ve just been to the surgeon. I go again in July and have all my tests, mammograms and 
things and ultrasounds and all that. And, you don’t know. Until it happens. And I’m from a 
family of women … they’ve all had strokes. My mother. And my mother had cancer, too. 
(long pause) … I mean, if the cancer turned up somewhere else, then I would know… but at 
the moment I’m just holding myself together…  
Asked if, during her health crises, she’d discovered resources inside herself that 
surprised her, Claire said: I don’t know, just strength of character. I’m just not ready to leave the 
planet … yet. So, I’m trying to hold it all together. 
Faith, religious and secular 
Alice was in the lowest third in overall SOC-13 scores, but she ranked higher on the ME 
items. For someone who had suffered socially crippling anxiety in youth and clinical depression in 
middle-adult years, the coherence and meaningfulness of life must have been in doubt for her often. 
By the time of our interview, when she was past her seventieth birthday, she appeared to be highly 
functional, confident of her intelligence and abilities, and socially involved as a volunteer 
participant in the management of her condominium complex. She appeared, in other words, to have 
made considerable progress. A part of her sense of the meaningfulness of life seemed to have been 
due to an emotion that she said was sustained in her by a psychiatrist who was just very non-
judgmental. She felt that she got a gift from this psychiatrist.  
He … he, ah (pause), he kept hope alive, and I think this is the important thing. I’m still 
getting teary about this, sorry (laughs lightly, pauses). And I think that’s why people (pause) 
don’t (pause) kind of, get better. Because nobody’s kind of keeping that hope alive.  
It may be that ‘hope’ as Alice used that word was derived from her religious faith, a 
health resource that was important to her sense that her life had meaning. In order for her to 
have received what the psychiatrist had to offer her, though, it seems likely that she had a more 
secular sort of faith as well, faith in his skill and his concern for her as a patient.  
As noted in the section on comprehensibility, faith in a benevolent God had been a health 
resource through most of Evelyn’s life, contributing, perhaps, to her sense of meaningfulness as 
well as to comprehensibility. That faith, however, had been tested by her having to endure a series 
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of 60 traumatising shocks from a flawed pacemaker. At the time of our interview, halfway through 
her seventy-eighth year, she was attending church rarely and she said she was frightened.  
I think I was more confident of things before. Now I’m not. Now I’m not. And I’m also… a 
little bit scared of trying to do something ... scared to do too much, knowing that, basically, 
my heart is a problem. 
Evelyn’s overall SOC-13 score placed her in the lowest third of participants in this study and her 
score on items related to meaningfulness put her in this mid-level group by the thinnest of 
margins: one point. 
Family and friends 
Friends, not physical activity, seem to have drawn Evelyn to a bowls club. As a child, 
she said, she wasn’t chosen for sports teams because she couldn’t throw or catch. As an adult, 
she chose lawn bowls because it was played with a nice big … ball going away from me 
(chuckles). And I didn’t have to duck. She joined, she said, because it was a way of meeting 
people.  
Evelyn’s sense of meaningfulness may have been enhanced, even while she and her 
family were living through a 13-year war in an African country, by having had a mother that she 
saw as a role model. I had a wonderful mother and she hadn’t had an easy life. She was always 
cheerful and she was a wonderful mother. And I think I try to emulate her in many ways.  
The lowest-scoring group on ME 
Only three participants in the lowest ME group made comments that seemed related to 
meaningfulness. 
Nine participants had scores ranging from 21 to 16 on meaningfulness-related SOC-13 
items. They were Benjamin, Emma, Ethan, Violet, Landon, Elizabeth, Hannah, Lilah, and Stella. 
Among the lowest scorers on the meaningfulness component of the SOC-13, the most 
frequently mentioned health resources were memories of PA; pride in being seen as strong; belief in 
the health-promoting effects of 30-minute walks; family: mother as a friend; philosophy: ‘manage 
and go on’, and comparing one’s self to those worse off. 
Memories of PA 
With evident pleasure, Hannah recalled a time in her life when she had enjoyed playing 
tennis frequently.  
Once I retired, must have been about 20 years ago, I started playing five days a week. It was 
wonderful! (laughs) I really enjoyed that. I think if you get physical exercise, the best way to 
do it is in a pleasurable way. And I really enjoyed that. 
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At the time of our interview, however, she said she did not enjoy physical activity at all 
and that she walked for exercise only because of a belief system equating 30 minutes a day of 
walking with continuing health.  
Emma, too, had been active in sports earlier in her life – netball, swimming, tennis, and 
golf. The main benefit she attributed to having been active in sport concerned its meaning as a 
part of personal development. It makes you share, she said. If you’re playing a team sport, you 
learn to share … and help others.  
Pride in being seen as strong 
In the mid-level third of overall SOC-13 scorers, Hannah was one of the three lowest 
among ME-item scorers. She spoke of a friend’s description of her as ‘a survivor’. When I asked 
what she thought the friend had meant, she gave an answer that seemed to indicate that a health 
resource for her sense of meaning in life was her pride in being seen as strong. 
Well, I mean, with my son dying, and then Mack, my husband, dying, and then I was 
diagnosed last year with breast cancer and then macular degeneration, and God knows how 
many things wrong with me from the past. And that’s what she meant. That’s what she 
meant.  
Family: mother as a friend 
Another health source related to meaningfulness for Emma had been her mother. Having 
been an only child whose sailor father was absent most of the time, Emma lived alone with her 
mother until her death. She was, Emma said, my friend as well as my mother. She was the 
important one in my life.  
Philosophy: ‘Manage and go on’ 
The only other meaningfulness-related health resource Emma mentioned was a 
philosophical stance toward life: So, I would think that I adapted fairly well. And you just 
manage and go on with it. You have to make the decisions yourself. 
Comparing self to those worse off 
Lilah, the second-lowest ME scorer, said one method she used to try to keep herself centred 
involved visiting nursing homes. Recognising her comparative good fortune seemed to have been a 
health resource related to meaningfulness for her. 
Sometimes I come home crying because all of those people. They’re either … got 
dementia… they’re lying there… and I come home thinking, ‘Goodness gracious me!’ Keeps 
me grounded…. you always feel grounded by somebody worse off than you. 
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Sources of health related to meaningfulness 
A notable difference between the three scoring groups on ME-related SOC-13 items was in 
regard to physical activity. Among the 13 in the top-scoring group, five referred to PA as a means to 
a valued outcome, as did four in the middle group of 14 participants. In the group of seven who 
scored lowest in ME-related items, only one talked about PA and she expressed great dislike for it. 
Nevertheless, believing in the efficacy for health of walking 30 minutes a day, she did that and a 
little more, registering 36 minutes per week more than the commonly-recommended 150 minutes of 
MVPA per week.  
Another source of health related to meaningfulness for seven in the top-scoring group was in 
one’s self and one’s values. This was most notable in the remarks of Grace, who cited her mindset 
of resilience as a resource, and Owen, whose sense of humour allowed him to laugh about the 
number of illness he’d had to deal with. No-one in the lowest group of ME-scorers expressed self 
confidence, but three in the mid-level group did, including Claire who identified strength of 
character as an asset as she tried to hold herself together while waiting for results of tests that would 
tell her whether her cancer had returned. Faith and having social contacts (family, friends, 
neighbours) provided health support for the sense of meaningfulness for a lesser number of 
participants. One participant, in the top-level of ME scorers, talked about work as a part of the 
meaningfulness of his earlier life. 
There were, then differences, in sources of meaningfulness between the three scoring levels 
on ME questions (research question one).  
Manageability  
Antonovsky identified 10 SOC-29 items as being related to manageability, labelling them 
‘MA’. Four of these were included in the SOC-13. All participants marked choices numbered one to 
seven for all the items. The maximum MA score in this study was, therefore, 48 and the minimum 
was four. 
The scores on the manageability-related SOC-13 items did not allow for division into 
three groups of 12 each. In order to avoid placing persons with the same scores in different 
groups, I put 13 participants in the top level, 14 in a middle level, and nine in the lowest-scoring 
level. (By chance, these are the same numbers of participants in the three levels of scores on 
meaningfulness also.)  
Top scorers on MA 
The top 13 MA-item scorers had totals that ranged from 28 to 25. They were Mason, Liam, 
Benjamin, Logan, Oliver, Charlotte, Lily, Olivia, Isabelle, Abigail, Natalie, Owen, and Hannah.  
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Among the top scorers in the manageability component of the SOC-13, the most frequently 
mentioned health resources were success at work, in business, building on successes, contact with 
others at work, physical activity at earlier times, and marriage as part of a settled existence. Oliver 
was, again, a special case. 
In this study, men were disproportionately represented in the top scores on the four items of 
the SOC-13 that Antonovsky identified as being related to manageability. Although only 12 of the 
36 persons interviewed were male, the top five scorers were men and each of them was at or within 
two points of the highest possible score: 28.  
Five highest-MA men: Success at work 
Retired at the time of our interview, Mason spoke about missing the company of … the 
blokes at work. He also missed, he said, working with others on challenging projects with deadlines. 
You miss a little bit of that, but, no, no…  There was also a lot of pressure with that, too, so the fact 
that you didn’t have that pressure (after retirement) was good.  
Nevertheless, he described retirement as about the biggest change in my life.  Asked how he 
dealt with retirement, Mason said: 
Ah… (pause)… I guess the fact that, you know, I’ve got a sort of a, you know, happy 
married life, that would help. You don’t have to go and live on your own. … We were 
married for five years before we built here… we’ve had a settled existence in a very nice 
house, very nice location.  
At the time of our interview, Mason, almost 82 years of age, had assumed leadership roles in bridge 
and bowling clubs.  
Liam, the highest of the 36 in SOC-13 scores, was only one point behind Mason on the MA 
scores list, at 27. Experience and a philosophical stance toward difficulties seemed to be health 
resources related to MA for him. He and two of his brothers were in business together at one point, 
building retirement centres. He had also invested in real estate and the share market, but he had not 
experienced a lot of stress from that work, he said, because of his basic attitude toward life. I'm 
fairly fatalistic, I think. Yeah, things go wrong, you've gotta battle your way through them. That's 
what I've always done in life and in business and so on. … I refuse to let anything worry me too 
much.  
Benjamin was in the top third of SOC-13 scorers and had the same MA score as Liam, 27. A 
cerebral palsy victim, he had collapsed as a result of a flu shot some months before the interview, 
and six years before, he had become a widower, losing my lovely wife. How did he deal with that? I 
just pulled myself together and got on with life. Although he didn’t mention work, Benjamin spoke 
of managing his efforts to slow the effects of a degenerative disease that he learned he had while he 
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was young. In talking about how he prepared to fight against its anticipated effects, he described 
athletic challenges he set for himself and his accomplishments. 
In order for it (cerebral palsy) to be fairly minimal, I knew I needed to be fit. And so, as a 
young lad, I used to ride a bike.… I rode a bike in bike races, long-distance road races. And 
a few years later, I became a weight lifter… I actually succeeded in raising and jerking my 
body weight above my head.  
Reacting to a degenerative-disease diagnosis as others react to stress in work situations may 
have contributed to Benjamin’s strong sense of manageability. To the extent that he believed he 
could, he sought to manage his disease and, having lived to 79 with some retention of mobility, he 
appeared to have succeeded.  
Logan, third highest in overall SOC scoring, was just behind Liam and Benjamin in MA 
scores, at 26. He said he had experienced a series of health problems in the previous five years, but 
at the time of our interview he said he could basically do anything, including going to a gym three 
times a week, playing golf twice a week, and riding a bike for up to an hour and a half. Now retired 
and able to travel often with his wife, Logan talked about how he had managed to become a civil 
engineer. 
I had a bit of struggle with schoolwork when I was a kid because I was more interested in 
playing sport… At the time I was growing up, there weren’t the counselling resources about 
that there are now.  But I seemed to sort of get there… put the head down, worked hard, bit 
by bit. … I started off as a part-time student.  Well, there was a diploma from a technical 
college, and then after a couple of years I went and got credit for about the first year of the 
(university) civil engineering course and went into civil engineering.  Then I did a masters 
degree.    
PA had been and still was a source of health for Logan. In addition, it appears that his 
laborious climb through schools and training to a successful career seems to have provided him 
with a sense that his life was manageable. 
Oliver, fifth highest in MA scores and sixth in overall SOC-13 scoring, seemed to be a 
special case in regard to sources of health contributing to the sense that life is manageable. He 
claimed to have experienced no stress, in work or elsewhere: I can’t really think of a crisis that I’ve 
had.  When I said, ‘Well, it could be just a difficulty, I guess’, he replied: I’ve never really had any 
problems … Nothing family-wise, ah… Nothing financial. Nothing work-wise. Not quite 67 years 
old, married, and living with his partner, Oliver said his family and good friends would provide him 
with social support, should he ever need it, but I never had to rely on anyone. Never been in a 
situation where I needed to, I suppose.  
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He had always been physically active, he said, camping, doing yard work, and, when he was 
younger, taking part in sport, including rowing, swimming, and surfing. At work, though, he had 
not been required to be physically active, he said.  
Nah, if you wanted it to be (physical), it could be, but you employ other blokes to do the 
things on the jobs we do. You wander around and have a look at the jobs every day, when 
you’ve got work on. You could go a year or two without doing anything … 
Based on what Oliver said, then, only three possible health resources present themselves as 
indications of how he came to have the high sense of manageability that his SOC-13 selections 
indicate that he had: physical activity in early years, belief in the availability of social support from 
family and friends, and, perhaps, pride in having risen in work situations to a level that allowed him 
to delegate physical labour to others. 
The sort of work situations that Antonovsky saw as being conducive to building a sense of 
manageability benefitted these five high-scoring men. 
Highest-MA women: Work success 
Most of the women who spoke of having been employed had MA scores above 23, the 
median level. Charlotte, Lily, Olivia, Abigail, Natalie, and Hannah shared a single MA score: 25. 
Charlotte described a pre-retirement life that involved what she perceived to have been high-
status office work before she and her husband moved from Canberra and acquired a petrol station, 
which they ran together. After building up and selling that business they spent six months of flitting 
about Australia in a caravan (motor home). Then they settled in the Brisbane area and worked 
together creating a succession of small businesses. In a voice that became noticeably stronger than it 
had been during earlier parts of the interview, Charlotte said: I think it gives you strength, your 
background, your other experiences that you've had in your life that help you cope with things in 
your life. Charlotte’s perception of herself as having been successful in work seems to have been a 
health resource for her that contributed to a strong sense of the manageability of life. 
Lily also seems to have found success at work and interactions with at least one other person 
in the work place seem to have contributed to her sense of manageability. She told of having held a 
senior manager’s position in a school system that offered post-high-school vocational education. 
Although she believes that the stress of this work, after several years, contributed to a period of ill 
health and her early retirement, Lily spoke with evident pride of that period of her life and said, My 
boss at the time was very supportive, very, very supportive, so that was helpful.  
Generally, though, friends had not been a strong source of health for Lily: I’m not one to 
confide in a lot of friends. She said she had sometimes opened her heart to a sister, but that her 
husband was the person with whom she most often talked. 
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Olivia talked about an unsuccessful attempt to work in a business run by her husband. By 
mutual agreement, she said, she and her husband parted ways professionally while keeping their 
marriage intact. Then she went back to a job she had been doing before attempting to fit into her 
husband’s business. Asked what strengths she had found inside herself while dealing with this 
period of work stress, Olivia said: I think it was just a matter of knowing what had to be done. Trust 
in her own judgment, then, may have been a health resource for Olivia. 
Abigail had been an athlete in her youth, and she described a career related to athletics that 
led her to success and then a retirement that included the writing and publication of a book. As a 
young adult she worked as a physical education teacher in a high school. After a few years, she 
joined the staff of a teacher’ college, as a coach for several sports teams. Now retired from that 
position, she is the co-author of a sports-program textbook. 
Natalie did not talk of what she did before retirement, but she did describe regular volunteer 
work in recent years with a national parks association and the Heart Foundation. Although she had 
to curtail her activities during periods of recuperation after surgery, she felt supported by those with 
whom she was working as a volunteer: The thing is that the people around me, if I participated, 
they, they were supportive. Social support in a volunteer work position seems to have been a health 
resource for her. 
Hannah credited the need to concentrate at work as helping her get through the loss of an 
adult child who had been killed in an automobile accident.  
I was very lucky, I was working. I was working at (a Brisbane university) at the time. And 
that gave me something to think about during the day. I had to concentrate on my work. So, 
… if I hadn’t had a job, I mean, it would have been absolutely ghastly. So, I mean, that 
really helped me through it an awful lot.  
Work was a health source for Hannah, but its contribution to her sense of the manageability of life 
was only through helping her live through intense grief.  
Mid-level MA scorers 
Fourteen were included in the middle group in order to avoid putting persons with the same 
scores into different groupings. The resulting range of SOC scores was from 24 to 22. Those 
included were Ava, James, Noah, Ethan, Chloe, Audrey, Grace, Violet, Nora, Amelia, Jackson, 
Madeline, Lucy, and Stella. 
Among the mid-level scorers in the manageability component of the SOC-13, the most 
frequently mentioned health resources were accomplishments by helping family members. One 
spoke of surpassing expectations. One described a work situation that was a source of health and 
then contributed to stress overload. Eight others made no mention of work. 
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Work: source of health, contributor to stress overload 
Ava’s description of what she called ‘burnout’ after she had held a fairly high leadership 
position in a school for a number of years suggests, I believe, that she moved from a positive work 
experience to what Antonovsky would have described as a situation of ‘overload’ because of factors 
in her professional life and in her personal life. Her father had just died, her youngest son had just 
moved away to begin his own work career, and there were changes in her work that were difficult 
for her. There was a huge change in my work situation and one of the people I'd worked very 
closely with left, and I was really struggling emotionally, with significant people in my life 
disappearing. 
After taking leave from her school responsibilities, Ava sought the help of a psychiatrist, 
but she rejected the psychiatrist’s prescription of drugs to treat anxiety. Instead, she set out to 
manage her own recovery through physical activity. I exercised twice a day, a fairly physical 
(session) in the morning and then a lovely slow, gentle walk in the afternoon. I started yoga and 
I started meditating.  
The result? I got through that, that time. It appears, then, that a challenging work situation 
had been a health resource for Ava for many years and then became, in conjunction with personal-
life issues, a situation of overload. To manage her own recovery, Ava went back to what she had 
described elsewhere as her way through, physical activity. Yoga and meditation practices seem also 
to have been health resources for her sense of being able to manage in life. 
Accomplishments through helping family members 
Audrey did not mention being employed when she was a mother and wife of a soldier 
during or after World War II, but she was obviously proud of having gone to work at the age of 81 
to help a daughter create a swimming school. 
I went to work for two years with her every day, and it’s a most successful swimming school. 
At the moment, she is employing about 20 people and there are 840 children involved. … 
And so, that is my big success, the swimming pool. With her. She was the clever one really, 
you know, but with my help she was able to do it all … And now it’s a wonderful success. 
For at least two years when she was in her 80s, work seems to have been a health resource 
for Audrey, giving her a sense of being an effective and helpful person at a time in life when people 
sometimes question their continued usefulness to others. 
Jackson spoke of spending 45 years doing three things at once: coaching sport teams, 
teaching, and renovating houses. Nearing his 77th birthday, he said he’d renovated two houses for 
his daughter in the previous year and added, I'm probably a bit unusual in that I'm extremely active, 
have been all my life. Although he was below the median level for MA scores, he was above the 
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median level for SOC-13 scores overall, and pride in his work-life activities was evident in our 
interview. Work seems to have been a health resource for Jackson. 
Nora suffered a stroke that caused her to leave a job in Sydney that she had held for 15 
years, but she didn’t say what the job entailed. Instead, she focused on help from her family and 
help she was able to give her parents. My mother was still alive at that time and she was a big help. 
I lived with her for a while. … My parents had a motel at (a Brisbane suburb) and I helped them 
sort of manage that.  
Family relations may have been a more important health resource to Nora than work, but her 
ability to assist her parents with their business, even after she’d suffered two strokes, seems to have 
been a source of positive self-regard for her. 
Surpassing expectations, school and work 
Ethan told of losing a job in 1992 during the retrenchment of a company he’d been working 
for and being unemployed for six months or more. An old friend, Ethan said, suggested that if he re-
trained he might be able to get a day or two's work a week. After six months of full-time study at a 
technical school, Ethan passed the required examinations. With obvious pride, he said, From the 
moment I got the qualifications, I was almost fully employed. That accomplishment and the work 
that he was able to do as a result seem to have served as health resources for Ethan. 
For eight: No mention of work 
Others in this group of mid-level scorers on MA items gave little or no indication that work 
had been a health resource in their lives.  
Lucy, a housewife and mother who was married to an alcoholic until his death, did not 
mention having held a job.  
Amelia mentioned having worked at a hospital but offered no details and spoke mostly 
about her life with three children and a husband.  
Madeline, who said she had a son and daughter living with her at the time she and her 
husband divorced, did not mention work.  
Although Grace was engaged in publishing a novel on the Internet when I interviewed her, 
she did not mention having been employed.  
Stella did not mention work.  
Chloe did not talk of having been employed.  
Although Noah mentioned having gone from a ‘high-level job’ to retirement and of having 
to move frequently because of that job, he did not discuss his work or his work life.  
Violet did not mention employment. 
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Lowest-level MA scorers 
Nine persons were included in the lowest grouping of MA-item scorers. Their scores ranged 
from 21 to 13. They were Gavin, Emma, Ella, Evelyn, Elizabeth, Alice, Landon, Lilah, and Claire. 
Among the lowest-level scorers in the manageability component of the SOC-13, the most 
frequently mentioned health resources were friends and family; accomplishments at work; PA, 
current or earlier in life; accomplishment as a student; and professional help from doctors, 
ministers, and a therapist. 
Accomplishments at work 
Claire’s 13 was the lowest MA score. She was awaiting test results, at the time of our 
interview, to learn whether cancer for which she’d had two operations might still be present in her 
body. She described her state of being as just holding myself together. Reflecting on earlier years, 
Claire spoke proudly of her work experiences, all of which occurred before she married. She had 
worked first in Brisbane, then for a year in Scotland. For seven years she had worked for a bank in 
London, a city she recalled as having been sublime. Then she got a job with a cosmetics company.  
I eventually came back to Australia and five of us really set up (an international cosmetics 
company) in Sydney. And, ah (loud sigh) … I used to play tennis and I played a lot of golf. 
And I met my husband at the, ah … golf club, and finished up living in New Guinea. We 
were only supposed to stay six months, but we stayed seven years. And I hated it, New 
Guinea.   
Her husband suffered from post-traumatic stress syndrome as a result of World War II, she 
said, and was always sick. He persuaded her to make another move that she regretted, to the 
retirement facility where, at the time we talked, she had spent the previous 20 years of her life. 
I didn’t want to move in here. … . And it took me six months to agree with him. So I finally 
moved in and we were only here a little while and he had to go into a nursing home for 13 
and a half years. [Until his death.] 
Reflecting on her own life story, Claire spoke positively only about the times before she 
married. Then, two factors seem to have been sources of health contributing to a sense that life was 
manageable for her: PA and work. 
Alice, whose 19 points on the MA-related items placed her fourth from the lowest in the list, 
ranked higher in the order for overall SOC-13 scorers. She spoke with pride about some work-
related experiences she had had during her middle years and afterward, even though she seems to 
have suffered what Antonovsky referred to as overload. Certainly, she started her life with no great 
sense of having resources adequate to, as Antonovsky put it, ‘meet the demands posed by the 
stimuli’ that bombarded her.  
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I guess the thing that I found most difficult in my life was just… coping. I was very, very, 
very shy and introverted… Ah, (sighs) ever since I can remember. Ever since I can 
remember … I was just so painfully shy.  
In the post World War II era, she said, there were few available resources that could have 
helped her. She described herself back then as being fairly resilient, but her problems followed her 
into the work force. 
I can remember, in my first job as a junior office girl, I was so shy that if someone spoke to 
me, I would break out in a sweat. Like, my palms would get sweaty and I’d go red in the face 
and … It was just torture, it was absolute torture…. I was really lacking in confidence in 
myself. 
Like Lilah, Alice had considered nursing as a career early in her life, but she did not enrol in 
nursing school until she was urged to do so by her pastor when she was in her 30s. After being 
away from classrooms for 16 years, she found nursing school daunting at first. But she went from 
not being able to learn anything to earning top honours at the end of her three-year training. And I 
actually, without wanting to sound boastful, I topped the state in my examinations. [You had the 
highest score in the state?] Yeah, yeah. 
She began work in a Brisbane hospital and eventually rose to a position of heavy 
responsibility. 
I was Charge Nurse of (an) Emergency Department for three and a half years of the time 
that I worked there. … There was about 72 people that I was responsible for, as well as the 
patients. And it was hard work because you had administrative roles plus you still had a 
clinical workload.   
What this position eventually imposed on her, however, may have been more than the 
occasional overload ‘appropriate to the worker’s abilities’ that Antonovsky envisioned as being able 
to strengthen one’s sense of the manageability of life. Despite finding two helpful mentors in the 
hospital, she became overwhelmed by stress, left on extended sick leave, and was hospitalised for 
depression. She never went back to nursing, but as a result of being required to take leadership roles 
in group therapy sessions and a fortuitous introduction to computer use while she was a patient, 
Alice subsequently took computer training courses and managed to find work that made use of her 
newly-acquired computer skills as well as medical knowledge from nursing training and practice. 
When Alice chose a high number on the question about her confidence in her ability to face 
stresses in a subsequent year, I asked her to sum up her view of life. Her answer, given when she 
was in her seventieth year, seems to give evidence of upward movement of her sense of 
manageability, however low it may have been in comparison to that of others. I asked, ‘If you were 
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faced with a stressful situation tomorrow, what would be your approach’? At one time, she said, she 
would have felt overwhelmed and unable to cope. But not now. 
I would probably (pause)… initially think, ‘I can’t cope with this’, but then I would say to 
myself, ‘Now, hang on now’ and I would go … and try to get help or advice … from 
somebody I could trust, I think. Whose judgment I could trust. (pause) Yeah. I think that’s 
what I’d probably do. [And then, after you got help, you would…?] Ahm, I’d probably 
(pause) take the next step to deal with it, you know? One step at a time (chuckles).  
Among sources of health alluded to by Alice in her story of rising above the depths of 
anxiety and depression to a sense of manageability in her life (not all of which I have recounted in 
this section) were: health-care professionals, including a psychiatrist and hospital therapists; friends, 
including a clergyman who urged her to enrol in nursing school and mentors in the hospital where 
she worked; physical activity in the form of climbing stairways in churches and of bell-ringing; the 
social contact of that bell-ringing activity; and self-confidence based on her grades in school, her 
success in nursing school, the ability to perform the complicated tasks involved in bell-ringing and 
in learning to use computers well enough to provide the basis for another profession. Running 
through her story, though, from her early days as a junior office girl with intense problems with 
shyness to her handling of a responsible hospital job and then to her functioning in a less stressful 
work situation, was a pervasive source of health for her: work that offered, at least some of the time, 
an appropriate balance of stress that let her attain a sense of accomplishment.  
Landon’s MA score of 18 was third lowest, as was his overall SOC-13 score of 63. He said 
he’d been a dentist before retirement but did not refer to his career or work life otherwise. The most 
stressful event of his previous five years, he said, was an anxiety attack he suffered while he and his 
present wife were on holiday in New Zealand. The most stressful event prior to that was a divorce 
in 1980, when he feared he might lose access to his children. He credited advice from a 
housekeeper with his being able to maintain contact with his children and ex-wife. To the extent 
that Landon had a sense of the manageability of life, the sources of that sense seem likely to have 
come from his work (being a dentist), his children, his present wife, and his housekeeper/friend. 
Friends and family, sometimes a source of health deficit 
Lilah’s score of 16 on MA items in the SOC-13 was just above Claire’s MA score. On the 
overall SOC-13 scores list, they switched places, with Lilah’s score of 50 being the lowest points 
total and Claire’s 59 being next-to-lowest. Like Claire, Lilah chose the most extreme option on the 
item about relied-upon people having disappointed her: ‘always happened’. Also like Claire, Lilah 
had several life events that may have contributed to her low SOC level, but she, too, gave 
indications that a low sense of the manageability of life may have preceded some of those events. 
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Lilah had lost two husbands to sudden death. One, she said, died of a cancerous brain 
tumour 10 days after diagnosis. Seventeen years before our interview, her second husband died in 
an automobile accident when he was 41 years old. Lilah’s oldest child, a son, was living with her at 
that time and he continued to do so. Eventually, she added his name to the deed on her seven-acre 
property, but their relationship deteriorated. Her son became so verbally aggressive, she said, that 
she began to spend much of her time away from the house they shared, sometimes waiting until he 
had gone to sleep before returning from wherever she had spent the day. A year and a half before 
we talked, Lilah had burst into tears during a visit to her family doctor’s office and, questioned by 
the doctor, reported being abused by her son. This led to government authorities intervening and to 
the end of the shared-living arrangement. She and the son sold the property and she used her part of 
the proceeds to buy the retirement village unit in which she was living at the time of our interview. 
Lilah was tearful and talking with some difficulty as she told about these events. Grieving the loss 
of normal involvement with her son, she said, was difficult, but she was dealing with an additional 
source of pain: her sister and other members of her family blamed her for her troubles with her son. 
I asked how she was coping with these issues. 
Well, I’m trying to tell myself, ‘He’s got his life now’ … I rang him for his birthday. I heard, 
through a friend of mine, that he has bought a house in (a small town), but he has never told 
me. He has never told me about it. But, I’m getting to …he’s got his life and I’ve got mine. If 
he likes to be of that attitude, well, so be it. But, I’m to blame for the whole lot. … It hurts, 
but I’m getting over it. It hurts very, very bad… well, he’s my son. I was four days in labour 
with him. (laughs) Yeah.  
Although Lilah did not say, as Claire did, that life had been unfair to her, she told stories of 
self-sacrifice. I’ve always given. Because I think the attitude was … Well, I might be in that position 
one day, and somebody might help me. (long pause) 
The oldest child in her family, she had to care for four younger siblings, she said, even when 
her parents were out playing tennis. Her father, a school teacher at school and … a school teacher 
at home, blocked her teenage decision to become a nurse. I wanted to be a nurse… And I went up 
home and asked my father could I go nursing. Well! Did he hit the roof! He said, ‘No daughter of 
mine’s going to be a school teacher or a nurse’. Instead, she married and had children. Asked if her 
attitude toward caretaking had changed, she said: Ah, I don’t know. No. I think about it and then I 
rap on myself because I’m thinking about it instead of getting on with life. From Lilah’s perspective 
on how her life has gone, family must surely have been, at times, a source of health and, at other 
times, a source of diminished sense of manageability and coherence. 
Elizabeth’s MA score of 19 placed her fifth from the lowest, the same position she held on 
the list of SOC-13 scores. Our conversation focused almost entirely on her many months as 
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caretaker for her late husband, who suffered from Alzheimer’s disease until his death during the 
previous year. His illness had been identified almost a decade earlier and had become progressively 
worse. As an illustration of the difficulties she had faced in this role, she told of suggesting at one 
point that her husband should not continue to drive a car. He couldn’t understand why he couldn’t 
drive and be independent and all that sort of thing, she said, and he would ... take all that out on 
me, of course. Although she got occasional paid help to assist her, an afternoon of bridge once a 
week was, she said, her only real relief from caretaker responsibilities. 
She did not mention having worked outside the home in earlier years. She was one of the 
few participants who chose a number as low as five in response to my request that she assess how 
she had dealt with life changes to that point in her life.  
Emma said she knew she wanted to be a nurse by the time she was 17, but, like Lilah, she 
faced strong opposition from her father. Living at home with her parents, she enrolled in nursing 
school anyway when she was 32 years old. In our interview, she described the difficulties of acting 
against her father’s will and the difficulties she faced as an older student in nursing school, but she 
didn’t speak at all about her work as a nurse. 
Evelyn made no mention of having worked.  
Ella did not mention having worked.  
Gavin identified and talked about only one stressful time in his life, when he had endured a 
painful disease. He made no mention of work.  
Sources of health related to manageability 
For men more than for women, work life seemed to have been a source of manageability. A 
disproportionately large number of men were in the top MA scorers. Although they were only 12 of 
the 36 participants in this study, six males were in the top group of 13 and five of those six posted 
the highest scores on MA-related items. (The sixth was Oliver and it was not clear to me whether 
his sense of manageability in life derived from his own work life or from his satisfaction at having 
risen high enough in the work hierarchy so that he could observe others doing physical labour rather 
than having to do it himself.) Four women spoke of the positions they had held in businesses and 
schools. One talked of working regularly as a volunteer and one said a work situation helped her get 
through a time of grieving. 
Of the 13 included in the top scorers on MA items, all but one spoke of work as having 
been, to one degree or another, a contributor to their sense of manageability. The one exception was 
Isabelle, who did not mention having worked outside the home. She spoke instead of physical 
activity in a way that indicated that PA may have contributed to her sense of the manageability of 
life. At more than 12,000, her average daily step count was the highest of the 36 and her week’s 
total of minutes spent in MVPA was second highest. The day she doesn’t exercise, she said, …will 
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be the day I'm dead’. For the other 12, work experiences seem to have been the predominant health 
resource related to manageability.In the mid-level group of 14 participants, fewer mentioned work. 
Ethan expressed pride in having returned to engineering school and then finding steady work. Ava, 
whose sense of manageability depended in large part on PA, experienced success at work and then, 
after personal losses of contacts with others, found herself in a situation of over-stress on the job. 
This led to ‘burnout’ and an early retirement. Three in this middle-scoring group spoke of work-
related accomplishments in situations that allowed them to assist family members.  
In the lowest scoring group of nine, two talked of accomplishments at work and one told 
about having experienced success as a student earlier in life. More than in the other two groups, 
those in the low-scoring group talked of family and friends as health resources related to 
manageability, although one described a family situation that had been a deficit to health. 
The lowest scoring group (nine participants) included Alice, whose work trajectory began 
when she was a painfully shy office worker who drew what self confidence she had from her ability 
to earn high marks in school, moved through nursing school into a successful career that eventually 
became too stressful and led to her hospitalisation for treatment of depression. From that point, 
Alice developed new social skills, learned to use computers, and managed to get into a low-stress 
work situation that allowed her to use computers and her medical training. School and work 
experiences as well as friends and professional help (a minister and doctors) contributed to her 
sense of life as manageable, which was, I speculate, higher than it had been in earlier stages of her 
life.  
Women in all three levels tended to speak more about relationships with other than did men. 
Contact with family members seemed to have been an important element of the sense of the 
manageability of life for three of those in this low-MA group, but not entirely in a positive way. 
One woman said she had been forbidden by her father to go to nursing school when she had wanted 
to do so as a teenager, that she had married instead and lost two husbands to sudden deaths, and 
then that she had been abused by her son. The father of another had been absent during most of her 
life; she had lived with her mother, never marrying, until the mother’s death. A third low-MA 
scorer had slowly lost her husband to Alzheimer’s disease, becoming his caretaker until his death a 
few months before we talked.  
There were, then, differences,in sources of manageability between the three scoring levels 
on MA questions (research question one).  
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CHAPTER 6: Conclusions 
The purpose of this thesis was to explore what resources, both from within a person and 
from the circumstances of a person’s life, contributed to the health of those in a sample of 36 older 
Australians. Data from interviews of these study participants indicated that supports for health 
included social contact; work outside the home; financial security; faith, both secular and religious; 
and physical activity. Accelerometer data showed strong associations between SOC levels and 
numbers of minutes in a week spent engaged in MVPA. Survey data showed associations between 
factors such as age, living situations (alone or with another), and high self-ratings of health. A 
literature review found some evidence that a high sense of coherence may make more likely further 
gains in SOC and that high SOC is correlated with health. 
Although this was a cross-sectional study with only 36 participants, its data offer support for 
some of Antonovsky’s theories and expectations, including, for example, his belief that those with 
high SOC would handle stress more effectively than those with low SOC. High-SOC participants in 
this study registered more physical activity, rated themselves as being in somewhat better health, 
and reported fewer problems with chronic diseases. Demographic variables associated with high 
SOC included sharing living space with another person (partner or other) and having continued 
education beyond secondary school. 
Those who spoke most and most positively about their work experiences were among the 
top SOC scorers in this study, a result consistent with Antonovsky’s belief that work experience at 
manageable stress levels can improve SOC. Work experience seemed to have been the strongest 
source of health in regard to the formation of the sense of manageability. That high-SOC men who 
spoke of work life disproportionately outnumbered women was a non-surprising finding in view of 
there having been more men in the Australian work force when these participants were of normal 
employment age. Australian men who are now within the age range of this study, therefore, had 
more opportunities to benefit from appropriate-level work stress.  
In particular, this study looked at the role of PA in the health levels of participants at 
different levels of SOC. Those in the top one-third of SOC-13 scores registered more minutes of 
MVPA, they rated their health higher, and they reported fewer problems with chronic disease. 
Comparisons of SOC component scores showed higher physical activity on the part of those who 
formed the strongest sense of comprehensibility and sense of meaningfulness.  
Another source of health reported by some participants was faith, which appeared to have 
been related to strength in comprehensibility. As noted earlier, most of the high-C scorers who 
spoke of were referring to secular faith, however, while mid-level C scorers were most often 
speaking of religion-based faith. Low C-scorers did not speak of faith of either sort.  
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Self confidence based on experience was spoken of by some as a source of health, but not by 
low-third scorers in C, ME, or MA.  
In part due to its small size, the data of this study can add little to considerations of whether 
the SOC tends to be stable after the age of 30 or to debates about the direction of SOC/health 
causality. Published literature, however, seems to support Antonovsky’s view that SOC levels have 
more effect on health than health has on SOC levels. 
High or low on all three components, victims of cataclysmic stressors 
I sought, also, opportunities to evaluate the usefulness of Antonovsky’s work for the study 
of this age group and its health. A number of findings that were in keeping with his theories and 
beliefs (including some just mentioned) led me to conclude that both salutogenesis and SOC theory 
have usefulness for the study of health, particularly in those over 65 years of age. In my view, two 
finding of this study are powerful affirmations of Antonovsky’s views. One had to do with being 
high or being low on all three components of the SOC. The other concerned the effects of what he 
called ‘cataclysmic stressors’. 
An expectation of Antonovsky’s that was supported by the interview data of this study of 
older Australians concerned those who scored high or low on all three SOC components, measured 
separately. About such persons, Antonovsky said: ‘We can anticipate that theirs is a quite stable 
pattern, viewing the world as highly coherent or incoherent’ (1987, p. 20). Seven of the 36 in this 
study met that criteria and it appeared to me that not one of them failed to match Antonovsky’s 
expectations. 
Four participants ranked in the top one-third of scorers on all three components, C, MA, and 
ME: Oliver, Lily, Owen, and Liam. Although, as I’ve said, Oliver was a puzzle to me in view of his 
claim to have led an essentially stress-free life, he was consistent in his remarks and on the two 
assessment questions I asked, he rated himself at the top (a 7) both on how he had lived his life to 
that point and how he expected to deal with events of the subsequent 12 months. My judgments of 
him and of the others are necessarily subjective, of course, but Oliver and the other three who 
scored in the top rank of all three of the SOC components impressed me as being relatively calm, 
centred, and high functioning. Liam provided a striking example. He was also the highest overall 
SOC-13 scorer and among the highest in MVPA totals at the age of 82. He seemed unperturbed 
despite two potential sources of stress: his having had two bouts with cancer and the anticipation of 
an event about which he indicated that he was ambivalent, a move to a retirement home. He seemed 
sincere when he described himself as not letting difficulties bother him, a characteristic which may 
have been nourished by a life-long situation of relative economic well-being. This probable source 
of health for Liam was an element of chance that Antonovsky labelled ‘idiosyncratic fortune’ in a 
list of positive contributors to a strong SOC (Antonovsky, 1987, p. 103) and ‘an important GRR in 
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all societies’ (Antonovsky, 1979, p. 106). Two others, Lily and Owen, shared several sources of 
health conducive to a stable life pattern: pride in having had professional accomplishments, the 
support of family members including partners with whom they shared comfortable homes, and 
participation in regular physical activity. Owen, in addition, demonstrated a self-deprecating sense 
of humour about his various physical problems. Nothing in what these four said seemed to 
challenge Antonovsky’s expectation that their lives would be highly coherent. 
Similarly, the three ranked in the lowest one-third on all three components and, as a result, 
of the overall SOC score ranking – Emma, Landon, and Lilah – stood out as persons who 
mentioned fewer sources of health and who seemed to be living with incoherence. Landon said less 
than the other two about problems, but it is also true that he had little positive to say about his 
marriage or his career as a dentist. He was being treated by a medical doctor for anxiety and he 
rated himself lower than any other participant did on his likely ability to deal with events in the 
subsequent 12 months, choosing 2 on the seven-point scale. At 84 and appearing frail, Emma 
seemed cautiously optimistic about regaining her ability to balance well, but she was worried about 
how she would function, physically and mentally, if she were unable to do so. Lilah, the only 
person I interviewed who appeared to be on the verge of tears at times, told of having been 
suddenly widowed twice and, more recently, of having been verbally abused by her son. She also 
described herself as a person who had always cared for others in the hope that she, too would be 
cared for some day. Little that she said indicated that this hope had been fulfilled, and she described 
visiting a nursing home containing people physically and mentally worse off than she considered 
herself to be as a way of making herself feel better about her life situation. These three study 
participants were, I believe, in patterns marked by incoherence and little evident prospect of 
improvement.  
On both the positive and the negative ends of the scale, then, Antonovsky’s expectations in 
regard to those in the high or low ranges of all three component scores were borne out by the data of 
this study. 
An equally striking result supportive of Antonosky’s views was found in this study’s 
participants who had suffered at least one life event severe enough to merit the term ‘cataclysmic 
stressor’. ‘Invariably,’ he wrote, cataclysmic stressors ‘result in a significant weakening of one’s 
sense of coherence’ (Antonovsky, 1979, p. 188). Six participants in this study spoke of events so 
severe that they seemed to deserve that description (see Chapter ). All six  were in the lowest one-
third of overall SOC scorers.  
I find Antonovsky’s work to be affirmed by this and other evidence as a means of studying 
those over 65 years of age. Both the salutogenic approach and the tools Antonovsky provided for 
measuring sense of coherence deserve greater attention. They have the potential, I conclude, to 
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assist in moving people from knowing that physical activity enhances health to becoming physically 
active and increasing their chances of being healthy. 
Implications of this study 
A recent Australian Department of Health discussion document on national physical activity 
recommendations for older Australians used language that sounded remarkably salutogenic in 
suggesting that there is ‘an ongoing need for methodologies that allow researchers to capture why 
people do maintain physical activity behaviours’ (Australian Government Department of Health and 
Ageing, 2009). Antonovsky’s approach may help to meet the need this report was addressing: ‘to 
find ways of motivating others’. 
According to Read and colleagues, very few studies have focused on the SOC of older 
people, and even fewer on the salutogenic model specifying relationships between GRRs, SOC, and 
multidimensional health (Read et al., 2005, p. 251). They suggest that, with sufficient research into 
the internal and external factors that facilitate health and well-being in later life, interventions may 
be created that can better support ‘autonomous life of high quality into advanced old age’ (p. 251). 
Citing as unequivocal the evidence that PA ‘can make a notable contribution to one's state of being 
in later years’, Grant and Kluge make a similar argument and suggest that physical educators, 
recreationists, gerokinesiologists, and applied health professionals are ‘likely to be among the best 
candidates to advocate for and promote physical activity throughout the life course’ (Grant & 
Kluge, 2007, p.402). Given that Eriksson and Lindström (2005) judge SOC to develop over the 
entire lifespan (p. 463), perhaps methods can be found to further that development in youth and 
early adulthood also. Even the lesser goal of finding ways to alleviate the effects of overwhelming 
negative stress ‘could be reflected in better health’ (Suominen, Helenius, Blomberg, Uutela, & 
Koskenvuo, 2001). 
In view of the frequently-verified evidence that both high SOC levels and physical activity 
contribute to health and to the maintenance of functional abilities in later years, this study’s findings 
may be encouraging to Australians over 65 years of age who would benefit from regular physical 
activity. Many participants in this study spoke of three sorts of benefits from the physical activity 
they engaged in. One was physical, of course, and involved delaying the progression of 
degenerative disease and recuperating from medical procedures, as well as the day-to-day benefits 
of being fit. Another sort of benefit participants claimed from being physically active was 
psychological: for one, Ava, PA had been a life-long ‘way through’ her difficulties and for others it 
had been a tool for fighting depression.  
A third benefit frequently cited by participants in this study was the role of physical 
activities in getting them out of their residences and into contact with others. My wife and I are 
aware that we look forward to our twice-a-week trips to a gym in part because of the likelihood that 
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we will be seeing one or more persons who have become our ‘gym friends’ over the last few years. 
Therefore, I readily identified with one participant, Lily, who said she went to a gym every morning 
to reduce her stress, lower her blood pressure, and ‘for a chat to (a friend)’.  
The qualitative data of this study, which was given support at times by the study’s 
quantitative data, showed a strong correlation between higher SOC and higher physical activity 
levels. Since other population-wide initiatives to improve health through increased physical activity 
have had limited effect, this could be an important finding. 
Stories and comments from these 36 older Australians offer many indications of the 
potential usefulness of salutogenic methods and SOC theory in relation to the health of persons over 
65 years of age.  
Limitations of this study 
An obvious limitation of this research was sample size: only 36 persons took part. That 
number is too small to produce statistical significance in the data drawn from quantitative measures. 
Furthermore, those who volunteered to be a part of this study formed a group that, while 
comparable in age-ranges to the Australian population over 65 years as a whole, was not 
sufficiently like the general population of the nation to allow for population-wide extrapolations 
from the findings reported here.  
The fact that the older participants in this study had lower SOC scores than younger 
participants was a finding that was inconsistent with many, although not all, earlier studies. 
The methods used in this study, because of sample size and other factors, preclude 
conclusions about cause and effect.  
Recommendations 
In Chapter 3 (on methodologies and methods) I ended a list of assumptions that informed 
my consideration of the health resources that sustained these 36 older Australians by saying that it is 
always appropriate to consider whether or not a belief, theory, or practice is useful, conducive to 
potentially positive effects. Usefulness can be revealed and verified (or not) through 
implementation of protocols and consideration of their results. A decade ago, calling for a 
salutogenic shift in focus for health professionals (‘from problems and obstacles to resources’), 
Eriksson and Lindström identified implementation in practice as the most important immediate 
SOC research need (M. Eriksson & Lindström, 2005, p. 464). This judgment may be grounded in 
their belief that the SOC is not as stable in adulthood as Antonovsky had thought. Citing a number 
of studies showing SOC changes over the entire life span, they wrote: ‘The older the age of the 
population sample the higher the SOC score.’ While they note that the reasons for this are not 
certain, they suggest as an explanation the ability of a strong SOC to help people stay well (p. 463). 
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Other studies cited in the literature review section of this thesis offer support to the belief that SOC 
levels may be nudged upward in older people (Lövheim et al., 2013; Nilsson et al., 2010). Might 
there be, then, usefulness in interventions to increase or stabilize SOC levels in individuals?  
Some researchers think so. For the maintenance of psychological health in old age, sense of 
coherence is a ‘crucial target variable’, Wiesmann and colleagues concluded after a study of 
subjective health in 387 Germans with a mean age of 74 years. Institutional settings and 
professional practices, they concluded, should promote experiences of comprehensibility, 
manageability, and meaningfulness through interventions, especially for those with low or moderate 
SOC levels (Wiesmann, Niehörster, & Hannich, 2009, p. 783). 
Such interventions may be feasible. Weissbecker and colleagues, in a report on what they 
described as the first randomised prospective trial of a psychosocial intervention to demonstrate an 
enhancement of SOC levels, concluded that clinical interventions focused on SOC could eliminate 
some suffering caused by chronic illness (Weissbecker et al., 2002, p. 305). This study used a 
Mindfulness-Based Stress Reduction (MBSR) program for eight weeks that produced a 7% increase 
in SOC in 37 fibromyalgia sufferers while the SOC levels of a control group declined. A more 
recent study using a person-centered or Rogerian therapy for eight weeks concluded that such 
therapies may increase SOC, having found that participants had SOC levels of 43 participants was, 
after one year, 16.7% higher than at baseline  (von Humboldt & Leal, 2013). 
While health issues are my primary concern, I have found support for the possible efficacy 
of interventions to enhance SOC in literature focused on work issues. Mayer, near the end of her 
study of SOC and employees of South African corporations, recommended ‘management 
mentoring’ by workers with high SOC to help develop managerial competencies in workers with 
comparatively low SOC. Among the competencies she mentioned were ‘individual self confidence 
(and) resource and solution-orientation from a systematic perspective’ (Mayer, 2011, p. 400). Since 
the strengths that Mayer thought mentors with high SOC might help others develop are elements of 
a strong SOC, this suggestion may be applicable beyond the improvement of employee 
competencies. Drawing upon Antonovsky’s assertion that life situations and events can produce 
temporary variations in one’s SOC, Nel and colleagues conducted an exploratory study to assess the 
correlation between SOC and goal setting exercises conducted in groups (Nel, Crafford, & Roodt, 
2004).  They found evidence of a positive relationship between dimensions of SOC and goal setting 
which they deemed to imply that ‘the potential opportunity for management in the workplace to 
initiate actions which will contribute to an individual’s Sense of Coherence’ (p. 54), allowing 
workers to better manage daily stressors. 
Plausibility for the idea that interventions might positively influence one or all three 
elements of the SOC can be found in the fact that beliefs are at the heart of SOC formation. 
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Comprehensibility depends upon belief about possibilities. Seeing the world as being manageable 
results, at least in part, from experiences perceived as having been successful in the workplace and 
elsewhere. The perception of life’s struggles as being meaningful, as being worth the effort 
required, involves value judgments that are often (perhaps always) linked with connections to 
friends, family, tribe, or culture, all of which are belief-rich constructs.  
If it is possible to increase the extent to which one has ‘a pervasive, enduring though 
dynamic feeling of confidence’ (Antonovsky, 1979, p. 123), individual narratives may have a role 
to play. My experience as a researcher engaged in this study affirms my view of stories as sources 
of vicarious experience capable of influencing perceptions and value judgments. During this study’s 
interviews, I heard participants speak about great difficulties, even tragedies, they had managed to 
survive. Sometimes, the stories I heard indicated that stressful experiences had resulted in beneficial 
effects; one woman attributed her inner strength to having lived, as a child, with an alcoholic 
mother. Sometimes participants seemed strengthened by having survived tragedies and managed to 
move on in life. Just as Antonovsky was inspired to begin his salutogenic studies by hearing the 
stories of Holocaust survivors, I benefitted from hearing the stories of these 36 Australians in my 
own age cohort. I finish this study, I believe, with a heightened sense of the coherence of life and a 
broader awareness of the range of health-enhancing resources. I suspect that my SOC has been 
influenced positively by a renewal of my awareness that human beings with whom I can identify 
have survived events that I judge to have been stressful beyond anything I have experienced. 
Interventions, I conclude, might be devised to give others similar experiences. The power of 
social interaction as a health resource might be combined, for example, with the ability of stories to 
affect personal change if older Australians (and others) were invited to take part in small, 
moderated, and structured groups that encouraged the sharing of stories about the enduring and, 
perhaps, the overcoming of stressful life events. With a moderator to suggest and promote a 
salutogenic focus and to encourage an atmosphere of respectful listening, each person could be 
offered a safe social environment to speak of stress and the resources she or he had discovered. 
Then, in turn, she or he would hear the stories of others and, perhaps, gain insights (R. L. Hill, 
2003). My experience is that older people, perhaps more than those in younger age groups, want 
opportunities to be heard by others. Reasons for this may be found in what an Australian medical 
doctor described in a recent essay as a culture-based fear of ageing that leads old people to feel 
devalued, even invisible, both in medical institutions and out (Hitchcock, 2015). The success of the 
Alcoholics Anonymous organisation has depended in large part on structured groups that facilitate 
the exchange of life stories and allow potential members to consider their lives in comparison to the 
lives of others (Cain, 1991, p. 215). Groups of a dozen or fewer older persons meeting regularly to 
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experience vicariously the dramas others had lived through and to learn about the resources that 
each storyteller had relied upon could, perhaps, result in increasing SOC levels.  
If such SOC increases did occur, would they move individuals in the direction of the more 
fruitful attitudes and better coping strategies that Antonovsky expected to be associated with higher 
SOC (1979, 1987)? Would any such increases be lasting enough to have a positive influence on life 
choices favourable to health? There would be, obviously, many such questions to be answered 
concerning the possibilities of group activities aimed at enduring increases in levels of 
comprehensibility, manageability, and meaningfulness. However, the costs of exploring such 
implementations of SOC theory, compared to the costs of dealing with the physical and 
psychological effects that have been shown to be associated with low SOC, would be small and – in 
view of the possibility of gains in health, functionality, and longevity – justifiable. Clearly, more 
study is needed. 
  
  
 128 
 
References 
Aguilar-­‐Farías,	  N.,	  Brown,	  W.	  J.,	  Olds,	  T.	  S.,	  &	  Peeters,	  G.	  (2014).	  Validity	  of	  self-­‐report	  methods	  for	  
measuring	  sedentary	  behaviour	  in	  older	  adults.	  Journal	  of	  Science	  and	  Medicine	  in	  Sport.	  
Aguilar-­‐Farías,	  N.,	  Brown,	  W.	  J.,	  &	  Peeters,	  G.	  (2014).	  ActiGraph	  GT3X+	  cut-­‐points	  for	  identifying	  
sedentary	  behaviour	  in	  older	  adults	  in	  free-­‐living	  environments.	  Journal	  of	  Science	  and	  
Medicine	  in	  Sport,	  17(3),	  293–299.	  
Ainsworth,	  B.	  E.	  (2011).	  2011	  Compendium	  of	  Physical	  Activities:	  a	  second	  update	  of	  codes	  and	  
MET	  values.	  Med	  Sci	  Sports	  Exerc,	  (43),	  1575–81.	  
Alston,	  M.,	  &	  Bowles,	  W.	  (2003).	  Research	  for	  social	  workers:	  An	  introduction	  to	  methods.	  Crows	  
Nest,	  NSW,	  AU:	  Allen	  &	  Unwin.	  
Antonovsky.	  (1990a).	  Studying	  Health	  vs.	  Studying	  Disease.	  In	  Congress	  for	  Clinical	  Psychology	  and	  
Psychotherapy.	  Berlin.	  
Antonovsky,	  A.	  (1979).	  Health,	  Stress,	  and	  Coping:	  New	  Perspectives	  on	  Mental	  and	  Physical	  Well-­‐
Being.	  San	  Francisco,	  London:	  Jossey-­‐Bass,	  Inc.	  
Antonovsky,	  A.	  (1987).	  Unraveling	  the	  Mystery	  of	  Health.	  London	  &	  San	  Francisco:	  Jossey-­‐Bass	  
Limited.	  
Antonovsky,	  A.	  (1990b).	  A	  somewhat	  personal	  odyssey	  in	  studying	  the	  stress	  proces.	  Retrieved	  
from	  http://dx.doi.org/10.1002/smi.246006020	  
Antonovsky,	  A.	  (1990c).	  A	  somewhat	  personal	  odyssey	  in	  studying	  the	  stress	  process.	  Stress	  
Medicine,	  6(2),	  71–80.	  
Antonovsky,	  A.	  (1990d).	  Personality	  and	  health:	  Testing	  the	  sense	  of	  coherence	  model.	  Personality	  
and	  Disease,	  7,	  155–177.	  
Antonovsky,	  A.	  (1993a).	  Complexity,	  conflict,	  chaos,	  coherence,	  coercion	  and	  civility.	  Social	  Science	  
&	  Medicine,	  37(8),	  969–974.	  
 129 
Antonovsky,	  A.	  (1993b).	  The	  structure	  and	  properties	  of	  the	  sense	  of	  coherence	  scale.	  Social	  
Science	  &	  Medicine,	  36(6),	  725–733.	  
Antonovsky,	  A.	  (1993c).	  The	  structure	  and	  properties	  of	  the	  sense	  of	  coherence	  scale.	  Social	  
Science	  &	  Medicine,	  36(6),	  725–733.	  
Antonovsky,	  A.	  (1996).	  The	  salutogenic	  model	  as	  a	  theory	  to	  guide	  health	  promotion.	  Health	  
Promotion	  International,	  11(1),	  11–18.	  
Australian	  Bureau	  of	  Statistics.	  (1999).	  Older	  People,	  Australia:	  A	  Social	  Report,	  1999	  (No.	  3101.0).	  
Canberra,	  AU.	  
Australian	  Bureau	  of	  Statistics.	  (2006).	  Australian	  Social	  Trends,	  2006	  (No.	  4102.6).	  Canberra,	  AU:	  
Australian	  Bureau	  of	  Statistics.	  
Australian	  Bureau	  of	  Statistics.	  (2013a).	  Australian	  Health	  Survey:	  Physical	  Activity,	  2011-­‐12	  
(Statistics	  No.	  4364.0.55.004).	  Canberra,	  AU.	  
Australian	  Bureau	  of	  Statistics.	  (2013b).	  Australian	  Health	  Survey:	  Updated	  Results,	  2011-­‐2012	  
(Census	  No.	  4364.0.55.003).	  Canberra,	  AU:	  ABS.	  Retrieved	  from	  
www.abs.gov.au/ausstats/abs@.nsf/Lookup/4364.0.55.003Chapter2002011-­‐2012	  
Australian	  Bureau	  of	  Statistics.	  (2014).	  Australian	  Demographic	  Statistics,	  June	  2014	  (No.	  cat.	  no.	  
3101.0).	  Canberra,	  AU.	  
Australian	  Government	  Department	  of	  Health	  and	  Ageing.	  (2009,	  March	  23).	  Recommendations	  
on	  physical	  activity	  for	  health	  for	  older	  Australians.	  Author.	  Retrieved	  from	  
http://www.healthyactive.gov.au/internet/main/publishing.nsf/Content/phd-­‐physical-­‐rec-­‐
older-­‐guidelines	  
Australian	  Institute	  of	  Health	  and	  Welfare.	  (2012).	  Risk	  factor	  trends:	  age	  patterns	  in	  key	  health	  
risks	  over	  time	  (No.	  Cat.	  no.	  PHE	  166).	  Canberra:	  AIHW.	  
Australian	  Institute	  of	  Health	  and	  Welfare.	  (2014a).	  Australia’s	  health	  2014	  (No.	  AUS	  178)	  (p.	  578).	  
Canberra.	  
 130 
Australian	  Institute	  of	  Health	  and	  Welfare.	  (2014b).	  Health	  care	  expenditure	  on	  cardiovascular	  
diseases	  2008-­‐09	  (No.	  Cat.	  no.	  CVD	  65).	  Canberra:	  AIHW.	  
Bauman,	  A.,	  Ford,	  I.,	  &	  Armstrong,	  T.	  (2001).	  Trends	  in	  population	  levels	  of	  reported	  physical	  
activity	  in	  Australia,	  1997,	  1999	  and	  2000.	  Canberra.	  
Begg,	  S.	  J.,	  Vos,	  T.,	  Barker,	  B.,	  Stanley,	  L.,	  &	  Lopez,	  A.	  D.	  (2008).	  Burden	  of	  disease	  and	  injury	  in	  
Australia	  in	  the	  new	  millennium:	  measuring	  health	  loss	  from	  diseases,	  injuries	  and	  risk	  
factors.	  Medical	  Journal	  of	  Australia,	  188(1),	  36.	  
Begg,	  S.,	  Vos,	  T.,	  Barker,	  B.,	  Stanley,	  L.,	  &	  Lopez,	  A.	  D.	  (2007).	  The	  Burden	  of	  Disease	  and	  Injury	  in	  
Australia	  2003.	  Canberra:	  Australian	  Institute	  of	  Health	  and	  Welfare.	  AIHW	  Cat.	  No.	  PHE,	  
82.	  
Berger,	  P.	  L.,	  &	  Luckmann,	  T.	  (1969).	  The	  Social	  Construction	  of	  Reality:	  A	  Treatise	  in	  the	  Sociology	  
of	  Knowledge.	  New	  York:	  Doubleday	  and	  Company.	  
Binkowska-­‐Bury,	  M.,	  &	  Januszewicz,	  P.	  (2010).	  Sense	  of	  coherence	  and	  health-­‐related	  behaviour	  
among	  university	  students:	  A	  questionnaire	  survey.	  Central	  European	  Journal	  of	  Public	  
Health,	  18(3).	  
Bogdan,	  R.	  C.,	  &	  Biklen,	  S.	  K.	  (1982).	  Qualitative	  Research	  for	  Education:	  An	  Introduction	  to	  Theory	  
and	  Methods.	  Boston,	  MA,	  USA:	  Allyn	  and	  Bacon,	  Inc.	  
Boghossian,	  P.	  (2001).	  What	  is	  social	  construction?	  London	  Times	  Literary	  Supplement,	  23	  February	  
2001,	  6–8.	  
Boyce,	  W.	  T.,	  Jensen,	  E.	  W.,	  James,	  S.	  A.,	  &	  Peacock,	  J.	  L.	  (1983).	  The	  family	  routines	  inventory:	  
Theoretical	  origins.	  Social	  Science	  &	  Medicine,	  17(4),	  193–200.	  
Braun,	  V.,	  &	  Clarke,	  V.	  (2006).	  Using	  thematic	  analysis	  in	  psychology.	  Qualitative	  Research	  in	  
Psychology,	  3(2),	  77–101.	  
Buckwalter,	  J.	  A.,	  &	  Lane,	  N.	  E.	  (1997).	  Athletics	  and	  Osteoarthritis.	  The	  American	  Journal	  of	  Sports	  
Medicine,	  25(6),	  873–881.	  
 131 
Cain,	  C.	  (1991).	  Personal	  Stories:	  Identity	  Acquisition	  and	  Self-­‐Understanding	  in	  Alcoholics	  
Anonymous.	  Ethos,	  19(2),	  210–253.	  
Callahan,	  L.	  F.,	  &	  Pincus,	  T.	  (1995).	  The	  sense	  of	  coherence	  scale	  in	  patients	  with	  rheumatoid	  
arthritis.	  Arthritis	  &	  Rheumatism,	  8(1),	  28–35.	  
Carp,	  F.	  M.,	  &	  Carp,	  A.	  (1981).	  Mental	  health	  characteristics	  and	  acceptance-­‐rejection	  of	  old	  age.	  
American	  Journal	  of	  Orthopsychiatry,	  51(2),	  230.	  
Cederblad,	  M.,	  Ruksachatkunakorn,	  P.,	  Boripunkul,	  T.,	  Intraprasert,	  S.,	  &	  Höök,	  B.	  (2003).	  Sense	  of	  
coherence	  in	  a	  Thai	  sample.	  Transcultural	  Psychiatry,	  40(4),	  585–600.	  
Chamberlain,	  A.	  M.,	  Manemann,	  S.	  M.,	  Dunlay,	  S.	  M.,	  Spertus,	  J.	  A.,	  Moser,	  D.	  K.,	  Berardi,	  C.,	  …	  
Roger,	  V.	  L.	  (2014).	  Self‐Rated	  Health	  Predicts	  Healthcare	  Utilization	  in	  Heart	  Failure.	  
Journal	  of	  the	  American	  Heart	  Association,	  3(3).	  
Corbin,	  J.,	  &	  Strauss,	  A.	  (2008).	  Basics	  of	  Qualitative	  Research :	  Techniques	  and	  Procedures	  for	  
Developing	  Grounded	  Theory	  (3rd	  ed.).	  SAGE	  Publications,	  Inc.	  
Cowlishaw,	  S.,	  Niele,	  S.,	  Teshuva,	  K.,	  Browning,	  C.,	  &	  Kendig,	  H.	  (2012).	  Older	  adults’	  spirituality	  
and	  life	  satisfaction:	  A	  longitudinal	  test	  of	  social	  support	  and	  sense	  of	  coherence	  as	  
mediating	  mechanisms.	  Ageing	  &	  Society,	  Cambridge	  University	  Press,	  1–20.	  
http://doi.org/doi:10.1017/So144686X12000633	  
Cremin,	  M.	  C.	  (1992).	  Feeling	  old	  versus	  being	  old:	  Views	  of	  troubled	  aging.	  Social	  Science	  &	  
Medicine,	  34(12),	  1305–1315.	  
Creswell,	  J.	  W.	  (2013).	  Qualitative	  inquiry	  and	  research	  design:	  Choosing	  between	  five	  approaches.	  
Thousand	  Oaks,	  CA:	  Sage	  publications.	  
Eriksson,	  A.-­‐K.,	  van	  den	  Donk,	  M.,	  Hilding,	  A.,	  &	  Östenson,	  C.-­‐G.	  (2013).	  Work	  stress,	  sense	  of	  
coherence,	  and	  risk	  of	  type	  2	  diabetes	  in	  a	  prospective	  study	  of	  middle-­‐aged	  Swedish	  men	  
and	  women.	  Diabetes	  Care,	  36(9),	  2683–2689.	  
 132 
Eriksson,	  M.	  (2007).	  Unravelling	  the	  mystery	  of	  salutogenesis:	  The	  evidence	  base	  of	  the	  salutogenic	  
research	  as	  measured	  by	  Antonovsky’s	  Sense	  of	  Coherence	  Scale.	  Folkhälsan	  Research	  
Centre	  Turku,	  Fenland.	  
Eriksson,	  M.,	  &	  Lindström,	  B.	  (2005).	  Validity	  of	  Antonovsky’s	  sense	  of	  coherence	  scale:	  A	  
systematic	  review.	  Journal	  of	  Epidemiology	  and	  Community	  Health,	  59(6),	  460	  –466.	  
Eriksson,	  M.,	  &	  Lindström,	  B.	  (2006).	  Antonovsky’s	  sense	  of	  coherence	  scale	  and	  the	  relation	  with	  
health:	  A	  systematic	  review.	  Journal	  of	  Epidemiology	  and	  Community	  Health,	  60(5),	  376–
381.	  
Eriksson,	  N.-­‐G.,	  &	  Lundin,	  T.	  (1996).	  Early	  traumatic	  stress	  reactions	  among	  Swedish	  survivors	  of	  
the	  m/s	  Estonia	  disaster.	  The	  British	  Journal	  of	  Psychiatry,	  169(6),	  713–716.	  
Feldt,	  T.,	  Leskinen,	  E.,	  Koskenvuo,	  M.,	  Suominen,	  S.,	  Vahtera,	  J.,	  &	  Kivimäki,	  M.	  (2010).	  
Development	  of	  sense	  of	  coherence	  in	  adulthood:	  A	  person-­‐centered	  approach.	  The	  
population-­‐based	  HeSSup	  cohort	  study.	  Quality	  of	  Life	  Research,	  1–11.	  
Feldt,	  T.,	  Lintula,	  H.,	  Suominen,	  S.,	  Koskenvuo,	  M.,	  Vahtera,	  J.,	  &	  Kivimäki,	  M.	  (2007).	  Structural	  
validity	  and	  temporal	  stability	  of	  the	  13-­‐item	  sense	  of	  coherence	  scale:	  Prospective	  
evidence	  from	  the	  population-­‐based	  HeSSup	  study.	  Quality	  of	  Life	  Research,	  16(3),	  483–
493.	  
Feldt,	  T.,	  &	  Rasku,	  A.	  (1998).	  The	  structure	  of	  Antonovsky’s	  Orientation	  to	  Life	  Questionnaire.	  
Personality	  and	  Individual	  Differences,	  25(3),	  505–516.	  
Fine,	  M.	  (1992).	  Disruptive	  Voices:	  The	  Possibilities	  of	  Feminist	  Research.	  University	  of	  Michigan	  
Press.	  
Flensborg-­‐Madsen,	  T.,	  Ventegodt,	  S.,	  &	  Merrick,	  J.	  (2005).	  Why	  is	  Antonovsky’s	  sense	  of	  coherence	  
not	  correlated	  to	  physical	  health?	  Analysing	  Antonovsky’s	  29-­‐item	  sense	  of	  coherence	  scale	  
(SOC-­‐29).	  TheScientificWorldJOURNAL,	  5,	  767–776.	  
 133 
Frenz,	  A.	  W.,	  Carey,	  M.	  P.,	  &	  Jorgensen,	  R.	  S.	  (1993).	  Psychometric	  evaluation	  of	  Antonovsky’s	  
Sense	  of	  Coherence	  Scale.	  Psychological	  Assessment,	  5(2),	  145.	  
Gair,	  S.	  (2012).	  Feeling	  Their	  Stories	  Contemplating	  Empathy,	  Insider/Outsider	  Positionings,	  and	  
Enriching	  Qualitative	  Research.	  Qualitative	  Health	  Research,	  22(1),	  134–143.	  
Geyer,	  S.	  (1997).	  Some	  conceptual	  considerations	  on	  the	  sense	  of	  coherence.	  Social	  Science	  &	  
Medicine,	  44(12),	  1771–1779.	  
Grant,	  B.	  C.,	  &	  Kluge,	  M.	  A.	  (2007).	  Exploring	  “other	  body	  (s)”	  of	  knowledge:	  Getting	  to	  the	  heart	  of	  
the	  story	  about	  aging	  and	  physical	  activity.	  Quest,	  59(4),	  398–414.	  
Griffiths,	  C.	  A.,	  Ryan,	  P.,	  &	  Foster,	  J.	  H.	  (2010).	  Thematic	  analysis	  of	  Antonovsky’s	  sense	  of	  
coherence	  theory.	  Scandinavian	  Journal	  of	  Psychology,	  168–173.	  
Guimarães,	  J.	  N.,	  Chor,	  D.,	  Werneck,	  G.,	  Carvalho,	  M.,	  Coeli,	  C.,	  Lopes,	  C.,	  &	  Faerstein,	  E.	  (2012).	  
Association	  between	  self-­‐rated	  health	  and	  mortality:	  10	  years	  follow-­‐up	  to	  the	  Pró-­‐Saúde	  
cohort	  study.	  BMC	  Public	  Health,	  12(1),	  676.	  
Hassmén,	  P.,	  Koivula,	  N.,	  &	  Uutela,	  A.	  (2000).	  Physical	  Exercise	  and	  Psychological	  Well-­‐Being:	  A	  
Population	  Study	  in	  Finland.	  Preventive	  Medicine,	  30(1),	  17–25.	  
Hawley,	  D.	  J.,	  Wolfe,	  F.,	  &	  Cathey,	  M.	  A.	  (1992).	  The	  sense	  of	  coherence	  questionnaire	  in	  patients	  
with	  rheumatic	  disorders.	  The	  Journal	  of	  Rheumatology,	  19(12),	  1912–1918.	  
Hill,	  R.	  L.	  (2003).	  The	  Complete	  Guide	  to	  Small	  Group	  Ministry:	  Saving	  The	  World	  Ten	  at	  a	  Time.	  
Unitarian	  Universalist	  Association	  of	  Congregations.	  
Hill,	  R.	  L.,	  &	  Brown,	  W.	  J.	  (2012).	  Older	  Australians	  and	  physical	  activity	  levels:	  Do	  we	  know	  how	  
many	  are	  meeting	  guidelines?	  Australasian	  Journal	  on	  Ageing,	  31(4),	  208–217.	  
Hill,	  W.	  S.	  (1986).	  Discovery	  and	  the	  Rationality	  of	  Science.	  University	  Microfilms	  International,	  Ann	  
Arbor,	  MI.	  
Hitchcock,	  K.	  (2015).	  Quarterly	  Essay	  57:	  Dear	  Life:	  On	  caring	  for	  the	  elderly	  (Vol.	  57).	  Black	  Inc.	  
 134 
Hochwälder,	  J.,	  &	  Forsell,	  Y.	  (2010).	  Is	  Sense	  of	  Coherence	  Lowered	  by	  Negative	  Life	  Events?	  
Journal	  of	  Happiness	  Studies,	  1–18.	  http://doi.org/10:1007/s109002-­‐010-­‐9211-­‐0	  
Idler,	  E.	  L.,	  &	  Benyamini,	  Y.	  (1997).	  Self-­‐Rated	  Health	  and	  Mortality:	  A	  Review	  of	  Twenty-­‐Seven	  
Community	  Studies.	  Journal	  of	  Health	  and	  Social	  Behavior,	  38(1),	  21–37.	  
Idler,	  E.	  L.,	  Kasl,	  S.	  V.,	  &	  Lemke,	  J.	  H.	  (1990).	  Self-­‐evaluated	  health	  and	  mortality	  among	  the	  elderly	  
in	  New	  Haven,	  Connecticut,	  and	  Iowa	  and	  Washington	  counties,	  Iowa,	  1982–1986.	  
American	  Journal	  of	  Epidemiology,	  131(1),	  91–103.	  
James,	  W.	  (1918).	  The	  Principles	  of	  Psychology	  (Vol.	  1).	  H.	  Holt.	  Retrieved	  from	  
http://books.google.com.au/books?id=lbtE-­‐xb5U-­‐oC	  
Kaufman,	  G.,	  &	  Elder	  Jr,	  G.	  H.	  (2002).	  Revisiting	  age	  identity:	  A	  research	  note.	  Journal	  of	  Aging	  
Studies,	  16(2),	  169–176.	  
Kirkeben,	  G.	  (2001).	  Descartes	  Embodied	  Psychology:	  Descartes	  or	  Damasios	  Error?	  Journal	  of	  the	  
History	  of	  the	  Neurosciences,	  10(2),	  173–191.	  
Kivimäki,	  M.,	  Feldt,	  T.,	  Vahtera,	  J.,	  &	  Nurmi,	  J.-­‐E.	  (2000a).	  Sense	  of	  coherence	  and	  health:	  evidence	  
from	  two	  cross-­‐lagged	  longitudinal	  samples.	  Social	  Science	  &	  Medicine,	  50(4),	  583–597.	  
Kivimäki,	  M.,	  Feldt,	  T.,	  Vahtera,	  J.,	  &	  Nurmi,	  J.-­‐E.	  (2000b).	  Sense	  of	  coherence	  and	  health:	  Evidence	  
from	  two	  cross-­‐lagged	  longitudinal	  samples.	  Social	  Science	  &	  Medicine,	  50(4),	  583–597.	  
Klepp,	  O.	  M.,	  Mastekaasa,	  A.,	  Sørensen,	  T.,	  Sandanger,	  I.,	  &	  Kleiner,	  R.	  (2007).	  Structure	  analysis	  of	  
Antonovsky’s	  sense	  of	  coherence	  from	  an	  epidemiological	  mental	  health	  survey	  with	  a	  
brief	  nine-­‐item	  sense	  of	  coherence	  scale.	  International	  Journal	  of	  Methods	  in	  Psychiatric	  
Research,	  16(1),	  11–22.	  
Knoll,	  N.,	  Rieckmann,	  N.,	  Scholz,	  U.,	  &	  Schwarzer,	  R.	  (2004).	  Predictors	  of	  Subjective	  Age	  Before	  
and	  After	  Cataract	  Surgery:	  Conscientiousness	  Makes	  a	  Difference.	  Psychology	  and	  Aging,	  
19(4),	  676–688.	  
 135 
Kobasa,	  S.	  C.,	  Maddi,	  S.	  R.,	  &	  Kahn,	  S.	  (1982).	  Hardiness	  and	  health:	  A	  prospective	  study.	  Journal	  of	  
Personality	  and	  Social	  Psychology,	  42(1),	  168–177.	  
Kouvonen,	  A.	  M.,	  Väänänen,	  A.,	  Vahtera,	  J.,	  Heponiemi,	  T.,	  Koskinen,	  A.,	  Cox,	  S.	  J.,	  &	  Kivimäki,	  M.	  
(2010).	  Sense	  of	  coherence	  and	  psychiatric	  morbidity:	  A	  19-­‐year	  register-­‐based	  prospective	  
study.	  Journal	  of	  Epidemiology	  and	  Community	  Health,	  64(3),	  255–261.	  
Kramer,	  P.	  D.	  (2014,	  October	  19).	  Why	  Doctors	  Need	  Stories.	  The	  New	  York	  Times,	  p.	  SR1.	  
Kulmala,	  J.,	  &	  Pakkala,	  I.	  (2012).	  Depressive	  symptoms,	  sense	  of	  coherence,	  physical	  activity	  and	  
genetic	  factors	  among	  older	  people.	  
Kuuppelomäki,	  M.,	  &	  Utriainen,	  P.	  (2003).	  A	  3	  year	  follow-­‐up	  study	  of	  health	  care	  students’	  sense	  
of	  coherence	  and	  related	  smoking,	  drinking	  and	  physical	  exercise	  factors.	  International	  
Journal	  of	  Nursing	  Studies,	  40(4),	  383–388.	  
Langius,	  A.,	  &	  Lind,	  M.	  G.	  (1995).	  Well-­‐being	  and	  coping	  in	  oral	  and	  pharyngeal	  cancer	  patients.	  
European	  Journal	  of	  Cancer	  Part	  B:	  Oral	  Oncology,	  31(4),	  242–249.	  
Lee,	  C.	  (2014,	  May	  22).	  “Me,	  Me,	  Me”:	  How	  to	  Talk	  About	  Yourself	  in	  an	  APA	  Style	  Paper.	  
Retrieved	  from	  http://www.apastyle.org/search.aspx?query=first%20person	  
Lichtman,	  M.	  (2012).	  Qualitative	  research	  in	  education:	  A	  user’s	  guide.	  London,	  Singapore,	  New	  
Delhi,	  Thousands	  Oaks,	  CA:	  Sage.	  
Lindström,	  B.,	  &	  Eriksson,	  M.	  (2005).	  Salutogenesis.	  Journal	  of	  Epidemiology	  and	  Community	  
Health,	  59(6),	  440–442.	  
Lindström,	  B.,	  &	  Eriksson,	  M.	  (2006).	  Contextualizing	  salutogenesis	  and	  Antonovsky	  in	  public	  
health	  development.	  Health	  Promotion	  International,	  21(3),	  238–244.	  
Living	  to	  120	  and	  Beyond:	  Americans’	  Views	  on	  Aging,	  Medical	  Advances	  and	  Radical	  Life	  
Extension.	  (n.d.).	  Retrieved	  from	  http://www.pewforum.org/2013/08/06/living-­‐to-­‐120-­‐
and-­‐beyond-­‐americans-­‐views-­‐on-­‐aging-­‐medical-­‐advances-­‐and-­‐radical-­‐life-­‐extension/	  
 136 
Lövheim,	  H.,	  Graneheim,	  U.	  H.,	  Jonsén,	  E.,	  Strandberg,	  G.,	  &	  Lundman,	  B.	  (2013).	  Changes	  in	  sense	  
of	  coherence	  in	  old	  age	  -­‐	  a	  5-­‐year	  follow-­‐up	  of	  the	  Umeå	  85+	  study:	  Changes	  in	  SOC	  in	  old	  
age.	  Scandinavian	  Journal	  of	  Caring	  Sciences,	  27(1),	  13–19.	  http://doi.org/10.1111/j.1471-­‐
6712.2012.00988.x	  
Lutgendorf,	  S.	  K.,	  Vitaliano,	  P.	  P.,	  Tripp-­‐Reimer,	  T.,	  Harvey,	  J.	  H.,	  &	  Lubaroff,	  D.	  M.	  (1999).	  Sense	  of	  
coherence	  moderates	  the	  relationship	  between	  life	  stress	  and	  natural	  killer	  cell	  activity	  in	  
healthy	  older	  adults.	  Psychology	  and	  Aging,	  14(4),	  552.	  
Maddox,	  G.	  L.	  (1985).	  Intervention	  strategies	  to	  enhance	  well-­‐being	  in	  later	  life:	  the	  status	  and	  
prospect	  of	  guided	  change.	  Health	  Services	  Research,	  19(6	  Pt	  2),	  1007.	  
Mattsson,	  B.,	  &	  Mattsson,	  M.	  (2002).	  The	  concept	  of	  “psychosomatic”	  in	  general	  practice.	  
Reflections	  on	  body	  language	  and	  a	  tentative	  model	  for	  understanding.	  Scandinavian	  
Journal	  of	  Primary	  Health	  Care,	  20(3),	  135–138.	  
Mayer,	  C.-­‐H.	  (2011).	  The	  meaning	  of	  sense	  of	  coherence	  in	  transcultural	  management.	  New	  York:	  
Waxmann.	  
McCrae,	  R.	  R.,	  &	  Costa,	  P.	  T.	  (1988).	  Age,	  personality,	  and	  the	  spontaneous	  self-­‐concept.	  Journal	  of	  
Gerontology,	  43(6),	  S177–S185.	  
Moos,	  R.	  H.	  (1984).	  Context	  and	  coping:	  Toward	  a	  unifying	  conceptual	  framework.	  American	  
Journal	  of	  Community	  Psychology,	  12(1),	  5–36.	  
Morgan,	  A.	  J.,	  Parker,	  A.	  G.,	  Alvarez-­‐Jimenez,	  M.,	  &	  Jorm,	  A.	  F.	  (2013).	  Exercise	  and	  Mental	  Health:	  
An	  Exercise	  and	  Sports	  Science	  Australia	  Commissioned	  Review.	  Journal	  of	  Exercise	  
Physiology	  Online,	  16(4).	  
Murray,	  C.	  J.,	  Vos,	  T.,	  Lozano,	  R.,	  Naghavi,	  M.,	  Flaxman,	  A.	  D.,	  Michaud,	  C.,	  …	  Abdalla,	  S.	  (2013).	  
Disability-­‐adjusted	  life	  years	  (DALYs)	  for	  291	  diseases	  and	  injuries	  in	  21	  regions,	  1990–
2010:	  a	  systematic	  analysis	  for	  the	  Global	  Burden	  of	  Disease	  Study	  2010.	  The	  Lancet,	  
380(9859),	  2197–2223.	  
 137 
Naaldenberg,	  J.,	  Vaandrager,	  L.,	  Koelen,	  M.,	  &	  Leeuwis,	  C.	  (2012).	  Aging	  Populations’	  Everyday	  Life	  
Perspectives	  on	  Healthy	  Aging:	  New	  Insights	  for	  Policy	  and	  Strategies	  at	  the	  Local	  Level.	  
Journal	  of	  Applied	  Gerontology,	  31(6),	  711–733.	  
Nel,	  D.	  J.,	  Crafford,	  A.,	  &	  Roodt,	  G.	  (2004).	  The	  relationship	  between	  sense	  of	  coherence	  and	  goal	  
setting.	  Retrieved	  from	  https://ujdigispace.uj.ac.za/handle/10210/1071	  
Neugarten,	  B.	  L.,	  Moore,	  J.	  W.,	  &	  Lowe,	  J.	  C.	  (1965).	  Age	  norms,	  age	  constraints,	  and	  adult	  
socialization.	  American	  Journal	  of	  Sociology,	  710–717.	  
Nilsson,	  B.,	  Holmgren,	  L.,	  Stegmayr,	  B.,	  &	  Westman,	  G.	  (2003).	  Sense	  of	  coherence	  -­‐	  stability	  over	  
time	  and	  relation	  to	  health,	  disease,	  and	  psychosocial	  changes	  in	  a	  general	  population:	  A	  
longitudinal	  study.	  Scandinavian	  Journal	  of	  Public	  Health,	  31(4),	  297–304.	  
Nilsson,	  K.	  W.,	  Leppert,	  J.,	  Simonsson,	  B.,	  &	  Starrin,	  B.	  (2010).	  Sense	  of	  coherence	  and	  
psychological	  well-­‐being:	  Improvement	  with	  age.	  Journal	  of	  Epidemiology	  and	  Community	  
Health,	  64(4),	  347–352.	  
Pallant,	  J.	  F.,	  &	  Lae,	  L.	  (2002a).	  Sense	  of	  coherence,	  well-­‐being,	  coping	  and	  personality	  factors:	  
Further	  evaluation	  of	  the	  sense	  of	  coherence	  scale.	  Personality	  and	  Individual	  Differences,	  
33(1),	  39–48.	  
Pallant,	  J.	  F.,	  &	  Lae,	  L.	  (2002b).	  Sense	  of	  coherence,	  well-­‐being,	  coping	  and	  personality	  factors:	  
further	  evaluation	  of	  the	  sense	  of	  coherence	  scale.	  Personality	  and	  Individual	  Differences,	  
33(1),	  39–48.	  http://doi.org/10.1016/S0191-­‐8869(01)00134-­‐9	  
Penninx,	  B.	  W.	  J.	  H.,	  Guralnik,	  J.	  M.,	  Ferrucci,	  L.,	  Simonsick,	  E.	  M.,	  Deeg,	  D.	  J.	  H.,	  &	  Wallace,	  R.	  B.	  
(1998).	  Depressive	  symptoms	  and	  physical	  decline	  in	  community-­‐dwelling	  older	  persons.	  
JAMA,	  279(21),	  1720–1726.	  
Peterson,	  P.	  G.	  (1999).	  Gray	  Dawn:	  The	  global	  aging	  crisis.	  Foreign	  Affairs,	  78(1),	  42–55.	  
 138 
Poppius,	  E.,	  Tenkanen,	  L.,	  Hakama,	  M.,	  Kalimo,	  R.,	  &	  Pitkanen,	  T.	  (2003).	  The	  sense	  of	  coherence,	  
occupation	  and	  all-­‐cause	  mortality	  in	  the	  Helsinki	  Heart	  Study.	  European	  Journal	  of	  
Epidemiology,	  18,	  389	  –	  393.	  
Poppius,	  E.,	  Tenkanen,	  L.,	  Kalimo,	  R.,	  &	  Heinsalmi,	  P.	  (1999).	  The	  sense	  of	  coherence,	  occupation	  
and	  the	  risk	  of	  coronary	  heart	  disease	  in	  the	  Helsinki	  Heart	  Study.	  Social	  Science	  &	  
Medicine,	  49(1),	  109–120.	  
Pratt,	  Clara	  C.,	  Schmall,	  Vicki	  L.,	  Wright,	  Scott,	  &	  Cleland,	  Marilyn.	  (1985).	  Burden	  and	  Coping	  
Strategies	  of	  Caregivers	  to	  Alzheimer’s	  Patients.	  Family	  Relations,	  34(1),	  27–33.	  
Preamble	  to	  the	  Constitution	  of	  the	  World	  Health	  Organization.	  (1946).	  International	  Health	  
Conference.	  New	  York.	  
Public	  Health	  Division,	  Commonwealth	  Department	  of	  Health	  and	  Family	  Services.	  (1998).	  
Developing	  an	  Active	  Australia:	  a	  framework	  for	  action	  for	  physical	  activity	  and	  health.	  
Canberra.	  
Quennerstedt,	  M.	  (2008).	  Exploring	  the	  relation	  between	  physical	  activity	  and	  health—A	  
salutogenic	  approach	  to	  physical	  education.	  Sport,	  Education	  and	  Society,	  13(3),	  267–283.	  
Randall,	  W.	  L.,	  &	  Phoenix,	  C.	  (2009).	  The	  problem	  with	  truth	  in	  qualitative	  interviews:	  Reflections	  
from	  a	  narrative	  perspective.	  Qualitative	  Research	  in	  Sport	  and	  Exercise,	  1(2),	  125–140.	  
Raymond,	  J.	  C.	  (1993).	  I-­‐dropping	  and	  androgyny:	  The	  authorial	  I	  in	  scholarly	  writing.	  College	  
Composition	  and	  Communication,	  478–483.	  
Read,	  S.,	  Aunola,	  K.,	  Feldt,	  T.,	  Leinonen,	  R.,	  &	  Ruoppila,	  I.	  (2005).	  The	  Relationship	  Between	  
Generalized	  Resistance	  Resources,	  Sense	  of	  Coherence,	  and	  Health	  Among	  Finnish	  People	  
Aged	  65-­‐69.	  European	  Psychologist,	  10(3),	  244–253.	  
Reiss,	  D.	  (1987).	  The	  Family’s	  Construction	  Of	  Reality.	  Cambridge,	  MA,	  USA:	  Harvard	  University	  
Press.	  
 139 
Ruchlin,	  H.	  S.,	  &	  Lachs,	  M.	  S.	  (1999).	  Prevalence	  and	  Correlates	  of	  Exercise	  Among	  Older	  Adults.	  
Journal	  of	  Applied	  Gerontology,	  18(3),	  341–357.	  
Sagy,	  S.,	  &	  Antonovsky,	  H.	  (2000).	  The	  development	  of	  the	  sense	  of	  coherence:	  A	  retrospective	  
study	  of	  early	  life	  experiences	  in	  the	  family.	  International	  Journal	  of	  Aging	  and	  Human	  
Development,	  51(2),	  155–166.	  
Schneider,	  G.,	  Driesch,	  G.,	  Kruse,	  A.,	  Nehen,	  H.-­‐G.,	  &	  Heuft,	  G.	  (2006).	  Old	  and	  ill	  and	  still	  feeling	  
well?	  Determinants	  of	  subjective	  well-­‐being	  in	  ≥	  60	  year	  olds:	  the	  role	  of	  the	  sense	  of	  
coherence.	  The	  American	  Journal	  of	  Geriatric	  Psychiatry,	  14(10),	  850–859.	  
Segal,	  L.,	  &	  Klee,	  D.	  (2015).	  Portraying	  Ageing:	  Its	  Contradictions	  and	  Paradoxes.	  Working	  with	  
Older	  People,	  19(1),	  3–11.	  
Söderhamn,	  O.,	  &	  Holmgren,	  L.	  (2004).	  Testing	  Antonovsky’s	  sense	  of	  coherence	  (SOC)	  scale	  
among	  Swedish	  physically	  active	  older	  people.	  Scandinavian	  Journal	  of	  Psychology,	  45(3),	  
215–221.	  
Spijker,	  J.,	  &	  MacInnes,	  J.	  (2013a).	  Population	  ageing:	  the	  timebomb	  that	  isn’t?	  BMJ,	  347.	  
http://doi.org/10.1136/bmjf6598	  
Spijker,	  J.,	  &	  MacInnes,	  J.	  (2013b).	  Population	  ageing:	  The	  timebomb	  that	  isn’t?	  British	  Medical	  
Journal,	  347.	  
Stephan,	  Y.,	  Demulier,	  V.,	  &	  Terracciano,	  A.	  (2012).	  Personality,	  self-­‐rated	  health,	  and	  subjective	  
age	  in	  a	  life-­‐span	  sample:	  The	  moderating	  role	  of	  chronological	  age.	  Psychology	  and	  Aging,	  
27(4),	  875.	  
Strunk,	  W.,	  Jr.,	  &	  White,	  E.	  B.	  (2000).	  The	  Elements	  of	  Style	  (4th	  ed.).	  Needham	  Heights,	  MA:	  
Longman	  Publishers.	  
Suominen,	  S.,	  Helenius,	  H.,	  Blomberg,	  H.,	  Uutela,	  A.,	  &	  Koskenvuo,	  M.	  (2001).	  Sense	  of	  coherence	  
as	  a	  predictor	  of	  subjective	  state	  of	  health:	  Results	  of	  4	  years	  of	  follow-­‐up	  of	  adults.	  Journal	  
of	  Psychosomatic	  Research,	  50(2),	  77–86.	  
 140 
Suominen,	  S.,	  Helenius,	  H.,	  Blomberg,	  H.,	  Uutela,	  A.,	  &	  Koskenvuo,	  M.	  (2001).	  Sense	  of	  coherence	  
as	  predictor	  of	  subjective	  state	  of	  health.	  Results	  of	  4	  years	  of	  follow-­‐up	  of	  adults.	  J	  
Psychosom	  Res,	  50,	  77	  –	  86.	  
Surtees,	  P.	  G.,	  Wainwright,	  N.	  W.	  J.,	  &	  Khaw,	  K.-­‐T.	  (2006).	  Resilience,	  misfortune,	  and	  mortality:	  
Evidence	  that	  sense	  of	  coherence	  is	  a	  marker	  of	  social	  stress	  adaptive	  capacity.	  Journal	  of	  
Psychosomatic	  Research,	  61(2),	  221–227.	  
Surtees,	  P.	  G.,	  Wainwright,	  N.	  W.,	  Luben,	  R.,	  Khaw,	  K.-­‐T.,	  &	  Day,	  N.	  E.	  (2006).	  Mastery,	  sense	  of	  
coherence,	  and	  mortality:	  Evidence	  of	  independent	  associations	  from	  the	  EPIC-­‐Norfolk	  
Prospective	  Cohort	  Study.	  Health	  Psychology,	  25(1),	  102.	  
Surtees,	  P.,	  Wainwright,	  N.,	  Luben,	  R.,	  Khaw,	  K.,	  &	  Day,	  N.	  (2003).	  Sense	  of	  coherence	  and	  
mortality	  in	  men	  and	  women	  in	  the	  EPIC-­‐Norfolk	  United	  Kingdom	  prospective	  cohort	  study.	  
Am	  J	  Epidemiol,	  158(12),	  1202	  –	  1209.	  
Sword,	  W.	  (1999).	  Accounting	  for	  presence	  of	  self:	  reflections	  on	  doing	  qualitative	  research.	  
Qualitative	  Health	  Research,	  9(2),	  270–278.	  
Thompson,	  P.	  D.,	  Buchner,	  D.,	  Piña,	  I.	  L.,	  Balady,	  G.	  J.,	  Williams,	  M.	  A.,	  Marcus,	  B.	  H.,	  …	  Franklin,	  B.	  
(2003).	  Exercise	  and	  physical	  activity	  in	  the	  prevention	  and	  treatment	  of	  atherosclerotic	  
cardiovascular	  disease	  a	  statement	  from	  the	  Council	  on	  Clinical	  Cardiology	  (Subcommittee	  
on	  Exercise,	  Rehabilitation,	  and	  Prevention)	  and	  the	  Council	  on	  Nutrition,	  Physical	  Activity,	  
and	  Metabolism	  (Subcommittee	  on	  Physical	  Activity).	  Circulation,	  107(24),	  3109–3116.	  
Tinning,	  R.,	  &	  Fitzpatrick,	  K.	  (2012).	  Thinking	  about	  research	  frameworks.	  Research	  Methods	  in	  
Physical	  Education	  and	  Youth	  Sport,	  53.	  
Troiano,	  R.	  P.,	  Berrigan,	  D.,	  Dodd,	  K.	  W.,	  Masse,	  L.	  C.,	  Tilert,	  T.,	  &	  McDowell,	  M.	  (2008).	  Physical	  
activity	  in	  the	  United	  States	  measured	  by	  accelerometer.	  Medicine	  and	  Science	  in	  Sports	  
and	  Exercise,	  40(1),	  181.	  
 141 
Tveit,	  M.,	  Rosengren,	  B.	  E.,	  Nilsson,	  J.-­‐Å.,	  &	  Karlsson,	  M.	  K.	  (2012).	  Former	  Male	  Elite	  Athletes	  Have	  
a	  Higher	  Prevalence	  of	  Osteoarthritis	  and	  Arthroplasty	  in	  the	  Hip	  and	  Knee	  Than	  Expected.	  
The	  American	  Journal	  of	  Sports	  Medicine,	  40(3),	  527–533.	  
Volanen,	  S.-­‐M.,	  Suominen,	  S.,	  Lahelma,	  E.,	  Koskenvuo,	  M.,	  &	  Silventoinen,	  K.	  (2007).	  Negative	  life	  
events	  and	  stability	  of	  sense	  of	  coherence:	  A	  five-­‐year	  follow-­‐up	  study	  of	  Finnish	  women	  
and	  men.	  Scandinavian	  Journal	  of	  Psychology,	  48(5),	  433–441.	  
von	  Humboldt,	  S.,	  &	  Leal,	  I.	  (2013).	  The	  promotion	  of	  older	  adults’	  sense	  of	  coherence	  through	  
Person-­‐Centered	  Therapy:	  A	  randomized	  controlled	  pilot	  study.	  Interdisciplinaria,	  30(2),	  
235–251.	  
Wainwright,	  N.	  W.	  J.,	  Surtees,	  P.	  G.,	  Welch,	  A.	  A.,	  Luben,	  R.	  N.,	  Khaw,	  K.-­‐T.,	  &	  Bingham,	  S.	  A.	  
(2007).	  Healthy	  lifestyle	  choices:	  could	  sense	  of	  coherence	  aid	  health	  promotion?	  J	  
Epidemiol	  Community	  Health,	  61(10),	  871–876.	  http://doi.org/10.1136/jech.2006.056275	  
Warburton,	  D.	  E.	  R.,	  Nicol,	  C.	  W.,	  &	  Bredin,	  S.	  S.	  D.	  (2006).	  Health	  benefits	  of	  physical	  activity:	  the	  
evidence.	  CMAJ,	  174(6),	  801–809.	  
Watson,	  L.,	  Irwin,	  J.,	  &	  Michalske,	  S.	  (1991).	  Researcher	  as	  friend:	  Methods	  of	  the	  interviewer	  in	  a	  
longitudinal	  study.	  Qualitative	  Health	  Research,	  1(4),	  497–514.	  
Weissbecker,	  I.,	  Salmon,	  P.,	  Studts,	  J.	  L.,	  Floyd,	  A.	  R.,	  Dedert,	  E.	  A.,	  &	  Sephton,	  S.	  E.	  (2002).	  
Mindfulnesss-­‐Based	  Stress	  Reduction	  and	  Sense	  of	  Coherence	  Among	  Women	  With	  
Fibromyalgia.	  Journal	  of	  Clinical	  Psychology	  in	  Medical	  Settings,	  9(4),	  297	  –	  307.	  
Wells,	  Y.	  D.,	  &	  Kendig,	  H.	  L.	  (1999).	  Psychological	  Resources	  and	  Successful	  Retirement.	  Australian	  
Psychologist,	  34(2),	  111–115.	  
Werner,	  E.,	  &	  Smith,	  R.	  (1982).	  Vulnerable	  but	  invincible:	  A	  longitudinal	  study	  of	  resilient	  children	  
and	  youth.	  New	  York:	  McGraw-­‐Hill.	  
Wiesmann,	  U.,	  Niehörster,	  G.,	  &	  Hannich,	  H.-­‐J.	  (2009).	  Subjective	  health	  in	  old	  age	  from	  a	  
salutogenic	  perspective.	  British	  Journal	  of	  Health	  Psychology,	  14(4),	  767–787.	  
 142 
Wolf,	  C.	  (1970).	  The	  present	  value	  of	  the	  past.	  The	  Journal	  of	  Political	  Economy,	  783–792.	  
Wolff,	  A.	  C.,	  &	  Ratner,	  P.	  A.	  (1999).	  Stress,	  Social	  Support,	  and	  Sense	  of	  Coherence.	  Western	  
Journal	  of	  Nursing	  Research,	  21(2),	  182–197.	  
Woocher,	  F.	  D.	  (1977).	  Did	  your	  eyes	  deceive	  you?	  Expert	  psychological	  testimony	  on	  the	  
unreliability	  of	  eyewitness	  identification.	  Stanford	  Law	  Review,	  969–1030.	  
Yanofsky,	  N.	  S.	  (2013).	  The	  outer	  limits	  of	  reason:	  What	  science,	  mathematics,	  and	  logic	  cannot	  tell	  
us.	  Cambridge,	  MA,	  USA:	  MIT	  Press.	  
Young,	  A.	  (1997).	  Ageing	  and	  physiological	  functions.	  Phil.	  Trans.	  Royal	  Society	  of	  London,	  352,	  
1837–1843.	  
Zola,	  I.	  K.	  (1962).	  Feelings	  About	  Age	  Among	  Older	  People.	  Journal	  of	  Gerontology,	  17(1),	  65–68.	  
 
 
  
 143 
Appendix A – Questionnaire 
 
Questionnaire home visit 1 
 
Participant ID 
 
Date of visit (dd/mm/yyyy) 
 
ID number Actigraph 
 
ID number ActivPAL 
 
The following questions help us understand the different types of people 
involved in our research. 
 
What is your gender? O male O female 
 
What is your date of birth? 
 
In which country were you born? 
O Australia 
O Other English speaking country (eg UK, New Zealand, USA, South Africa) 
O Non-English speaking country in Europe (eg Italy, Greece) 
O Non-English speaking country in the Middle East or Asia (eg Iran, Thailand, Japan) 
O Non-English speaking country in South America or Africa (eg Brazil, Somalia) 
O Other, please specify: ___________________________________________ 
 
Which of the following best describes your marital status? 
O Single  
O Divorced 
O Widowed 
O Married or De facto 
 
Do you live: 
o Alone 
o With partner 
o With others 
 
Which of the following best describes your housing situation? 
O House/flat/unit/apartment/villa/townhouse 
 
/ / 
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O Retirement village/self care unit 
O Hostel 
O Nursing home 
O Other, please specify: __________________________________________ 
 
What is the highest qualification you have completed? 
O No formal education 
O No formal qualifications after school  
O Trade certificate/apprenticeship 
O Certificate/Diploma 
O University degree 
O Higher University/Postgraduate degree 
 
How do you manage on the income you have available? 
o It is impossible 
o It is difficult all of the time 
o It is difficult some of the time 
o It is not too bad 
o It is easy 
 
The following questions are about your health. 
 
In general would you say your health is: 
O poor 
O fair 
O good 
O very good 
O excellent 
 
How tall are you without shoes? centimetres   
 feet/inches 
 
How much do you weigh without clothes 
 or shoes? kilograms 
 stones/pounds 
Please, could I measure your waist 
 circumference? centimetres 
 centimetres 
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In the last 12 months, have you been diagnosed as having or been treated for: 
      Yes        No Don’t    
know 
High blood pressure (hypertension) O O O 
Diabetes (high blood sugar) O O O 
Angina / Heart attack / other heart problems O O O 
Asthma / Bronchitis / Emphysema O O O 
Osteoarthritis O O O 
Rheumatoid arthritis O O O 
Osteoporosis O O O 
Parkinson’s Disease O O O 
Stroke O O O 
Macular Degeneration / Glaucoma / Cataract O O O 
Cancer O O O 
Depression / Anxiety O O O 
 
In the last two weeks, have you had any of the following problems? 
 Never Rarely Sometimes Often 
Stiff or painful joints  O O O O 
Back pain  O O O O 
Problems with one or both feet  O O O O 
Breathing difficulty  O O O O 
Indigestion / heartburn  O O O O 
Chest pain  O O O O 
Poor memory  O O O O 
Dizziness, loss of balance  O O O O 
Leaking urine  O O O O 
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Activities you might do during a typical day: Because of a health or physical 
problem, do you have difficulty doing any of the following activities? 
No  
Difficulty 
Some 
difficulty 
Unable 
to do 
Not  
Relevant 
Bathing or showering O O O O 
Dressing yourself O O O O 
Eating O O O O 
Getting into or out of your chairs bed O O O O 
Getting to and using the toilet  O O O O 
Walking across a room O O O O 
Getting outside O O O O 
Preparing your own meals O O O O 
Shopping for groceries, personal items O O O O 
Managing $: keeping track, paying bills, etc. O O O O 
Making phone calls O O O O 
Doing light housework such as washing 
dishes straightening up, or light cleaning 
O O O O 
Doing heavy housework such as scrubbing 
floors, washing windows, or doing heavy 
home repairs 
O O O O 
Getting to places beyond walking distance  O O O O 
Managing your medications O O O O 
 
 
The last questions are about how you deal with difficult situations in life. 
In order to capture accurately your answers to the next questions, I would like to 
record this part of the interview. Are you comfortable with that?  
 
Please think of a time in the recent past (within five years or so) when you were 
faced with a difficult situation in your life, one that you would feel comfortable telling me 
about. What was involved? How difficult was it for you? What did you do? Did you have 
help that made a difference? Did you find resources within yourself that made a 
difference? 
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Please think of a time during an earlier chapter of your life when you were faced 
with a difficult situation, one that you would feel comfortable telling me about. What was 
involved? How difficult was it for you? What did you do? Did you have help that made a 
difference? Did you find resources within yourself that made a difference? 
 
What part has physical activity played in your life? 
 
If you had to deal suddenly with a serious difficulty, what resources, strengths, or 
help could you call upon? 
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Appendix B -- SOC-13 
 
1. Do you have the feeling that you don’t really care about what goes on around 
you?  
1 2 3 4 5 6 7 
Very seldom 
or never 
     Very often 
 
 
2. Has it happened in the past that you were surprised by the behaviour of people whom 
you thought you knew well?  
1 2 3 4 5 6 7 
Never 
happened 
         Always    
happened 
 
3. Has it happened that people whom you counted on disappointed you? 
1 2 3 4 5 6 7 
Never 
happened 
        Always 
happened 
 
4. Until now your life has had:  
1 2    3 4 5 6 7 
No clear 
goals or 
purpose 
     Very clear 
goals and 
purpose 
 
5. Do you have the feeling that you’re being treated unfairly? 
1 2 3 4 5 6 7 
Very often      Very seldom 
or never 
 
6. Do you have the feeling that you are in an unfamiliar situation and don’t know 
what to do? 
1 2 3 4 5 6 7 
Very often      Very seldom 
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or never  
 
 
7. Doing the things you do every day is:  
1 2 3 4 5 6 7 
A source of 
deep pleasure 
and 
satisfaction 
     A source 
of pain and 
boredom 
 
8. Do you have very mixed-up feelings and ideas?  
1 2 3 4 5 6 7 
Very often      Very 
seldom or 
never 
 
9. Does it happen that you have feelings inside you would rather not feel?  
1 2 3 4 5 6 7 
Very often      Very 
seldom or 
never 
 
10. Many people – even those with a strong character – sometimes feel like sad 
sacks (losers) in certain situations. How often have you felt this way in the past?  
1 2 3 4 5 6 7 
Never      Very often 
 
11. When something happened, have you generally found that:  
1 2 3 4 5 6 7 
You 
overestimated or 
underestimated its 
importance 
     You 
saw things in 
the right 
proportion  
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12. How often do you have the feeling that there’s little meaning in the things you do 
in your daily life?  
1 2 3 4 5 6 7 
Very often      Very seldom or 
never 
 
13. How often do you have feelings that you’re not sure you can keep under 
control? 
1 2 3 4 5 6 7 
Very often      Very 
seldom or 
never 
 
[Aaron Antonovsky designated questions related most directly to the three 
components of the SOC in his SOC-29 (Antonovsky, 1987, pp. 188–194). From those 
items, he selected five questions related to comprehensibility, four related to 
meaningfulness, and four related to manageability for inclusion in this SOC-13. 
Their numbers are: 
C – 2, 6, 8, 9, 11    ME – 1, 4, 7, 12     MA – 3, 5, 10, 13] 
 
Additional questions 
 
Thus far in my life, when I have been faced with difficult circumstances, I have 
managed or adapted… 
1 2 3 4 5 6 7 
Poorly   Neither 
poorly nor 
well 
  Well 
 
Thinking of the next 12 months, I expect my life will bring … 
1 2 3 4 5 6 7 
More changes 
than I can 
manage 
     No change 
that I can't 
manage 
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Appendix C – Quick guide to participants 
Study SOC MVPA Ch Age Key fact, statement 
Name score rank m/wk rank dis Yrs or observation 
TOP THIRD 
Liam 86 1 530 3 0 82 After chemotherapy: the gym 
Mason 85 2   239 19 0 81 Biggest life change: retirement 
Owen 84 3 530 4 2 66 Many ills, much help from PA 
Logan 84 4 112 26 1 69 Non-studious kid put 'head down' 
Oliver 83 5 505 5 0 66 In 476 words: No worries 
Lily 83 6 482 6 1 67 Successful career, husband 'great' 
Chloe 82 7 565 1 2 68 Active through life, sport to garden 
Abigail 82 8 31 31 3 75 Coach, sport book author 
James 81 9 321 12 0 66 Faith in a self-help program 
Amelia 81 10 168 22 5 69 Coping w/ alcoholic mom: strength  
Natalie 80 11 335 11 1 76 Works for win-win resolutions 
Benjamin 80 12 12 34 1 79 PA to slow cerebral palsy effects 
MIDDLE THIRD 
Nora 79 13 73 29 1 66 After two strokes, helped by family 
Jackson 78 14 434 8 0 76 PA: 'that's what cured me' 
Isabelle 77 15 539 2 0 67 Worried about distant sister 
Noah 77 16 141 25 4 68 Serious depression for years 
Grace 77 17 60 30 4 81 Still writing, hates walking 
Audrey 77 18 10 35 1 93 Master swimmer, oldest  
Charlotte 75 19 105 27 1 71 'Fit enough' widow 
Ava 73 20 478 7 1 65 PA always her 'way through' 
Gavin 72 21 371 10 1 67 Great pain, neighbours to rescue 
Olivia 72 22 296 15 0 69 Left work w/spouse to stay wed 
Hannah 72 23 186 21 5 83 Loved tennis, now hates PA 
Madeline 70 24 277 17 0 70 Couldn't cope with grandson 
LOW THIRD 
Alice 69 25 420 9 1 70 Socially insecure, ER nurse, bells 
Ethan 69 26 304 14 2 72 No worries to speak of 
Evelyn 69 27 92 28 7 78 Traumatic stress from 60 shocks 
Ella 67 28 316 13 0 77 Few complaints, short interview 
Lucy 67 29 159 23 4 76 Guilt about husband's death 
Stella 66 30 289 16 0 66 Talks w/friends, doesn't 'bottle up' 
Elizabeth 65 31 199 20 1 82 Cared for husband: Alzheimer’s  
Emma 65 32 28 32 0 87 Sport player, worried re: balance 
Violet 65 33 8 36 0 86 Suddenly alone, fought depression 
Landon 63 34 260 18 2 71 Retired dentist on Valium 
Claire 59 35 145 24 5 85 Cancer patient, 'unlucky' 
Lilah 50 36 18 33 3 84 Two husbands dead, son abusive 
 
NOTES: 1. Bold faced numbers are those >150 minutes/week. 2. At top: ‘Ch dis’ means ‘chronic 
diseases’. 3. To save space, I’ve used ‘w/’ in place of ‘with’.  4. The rank order of those with 
identical SOC-13 scores, all within one of the three one-third groups, is arbitrary. 5. In the one 
case of an identical score on the week’s MVPA minutes, Liam’s total is ranked above the same 
total for Owen because Liam’s included some vigorous activity and Owen’s did not.  
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Table 1 – Comparison, Australian age group data 
Age ranges, 
years	  
2011 
AU Census 
        %	  
Study 
 data 
   %	  
65-69 	   31%	   39%	  
70-74 	   24%	   14%	  
75-79 	   18%	   18%	  
80-84 	   15%	   17%	  
85-89 	   9%	   9%	  
90 & above	   4%	   3%	  
 
Combined, the first two categories form an age range of 65-74 years. In that range 
 were 55% of all Australians in the 2011 census and 53% of those in this study. 
